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SANTTATION AND PROGRESS.* 
WALTER WYMAN, ALD. 
SURGEON-GENERAL, MARINE-HOSIITAL SERVICE 
WASHINGTON, 

Some four years ago, at the meeting of this Congress 
in the City of Mexico, I had the honor of addressing 
vou upon the subject of “International Responsibility 
with Regard to Epidemic Diseases.” Quite in line with 
the thoughts then expressed, I have chosen for my sub- 
ject to-night “Sanitation and Progress,” and it will 
be my effort to show the interdependence of municipal. 
national, and international effort in the great undertak- 
ing of the elimination of contagious disease, and that 
the twentieth century should witness this achievement. 
Each morning I open on my official desk a package of 
newspaper clippings, containing notices of the preva- 
lence of the several contagious diseases throughout the 
whole United States; and, as I note the varying recur- 
rence of smallpox, diphtheria, typhoid fever, and scarlet 
fever, the notes upon consumption, the alarms concern- 
ing yellow fever and the bubonic plague, the thought 
which is impressed upon me is how seriously are we 
lacking in proper effort in suppressing these suppressible 
diseases. Nothing seems easier to me than the pre- 
vention or suppression of smallpox. In vaccination we 
have an absolute preventive, and in the glycerinized 
lymph we have a safe inoculating material absolutely 
devoid of the danger of exciting undue inflammation. 
Thus a mere scratch or a needle puncture insures, with- 
out discomfort, protection from one of the most loath- 
some and disfiguring diseases known. Even after small- 
pox has become epidemic. the methods by which it may 
be rapidly and surely suppressed have been so frequently 
demonstrated as to become now almost a matter of mere 
routine. 

The antitoxin for diphtheria has long passed the 
experimental stage and is now justly regarded as a 
specific—a trusty addition to the armamentarium of 
the physician and sanitarian. 

In the treatment of the other diseases mentioned, we 
have for bubonic plague a specific cure and preventive, 
and are certainly on the verge of the discovery of 
specific remedies for both tuberculosis and typhoid fever, 
but even without these specific remedies the nature of 
the diseases are thoroughly understood and the methods 
of the prevention of their spread are accurate and well 
known. 

Then why do these diseases persist? The answer is 
plain. It is that sanitary administration has not kept 
pace with scientific knowledge. It is also evident that 
this scientific knowledge is not so widely diffused as it 
should be, even among those of whom we have a right 
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to expect it. It is evident that we are not making “use 
of those means which the God of Nature has placed in 
our power.” 

MUNICIPAL SANITATION. 

With regard to cities, there is a marked necessity of 
a strong public sentiment requiring that municipal 
cleanliness shall rank as one of the foremost features 
of municipal government. This is a field, not for the 
national government, but distinctively for the states and 
municipalities, whose degree of sanitary excellence is a 
fair exponent of their civilization and culture, for each 
state and each municipality has. and will continue to 
have, a degree of sanitary excellence commensurate only 
with the demands of its own people. 

We have here a striking illustration of the faet that 
our governments are governments of the people. It is. 
therefore, necessary to cultivate among the people a 
demand for municipal sanitary excellence and as great 
an abhorence of municipal filth or neglect of sanitary 
engineering as there is of uncleanly dwellings or of 
uncleanliness of person. 

A good water-supply, perfect sewerage and disposal of 
garbage, good street paving and street cleaning, should 
be the first boast of every municipality. Let these be 
pointed to with the pride which is commonly bestowed 
upon great public institutions and buildings. I see no 
reason why slums should be allowed in any city. Rela- 
tively speaking, too much attention is paid to public 
parks and handsome municipal buildings. The city’s 
improvements should be in the alleys, around the docks, 
in the tenement-house quarters. and great as may be the 
appreciation of public art as manifested by statues 
and public gardens, and of the parks and the boulevards, 
let these wait upon the less showy but more important 
features of municipal life. 

Recently I was on a board of three, the other two 
members being noted architects, to decide upon plans 
for the great government hospital for the insane, near 
Washington, Congress having appropriated $1,000,000 
for doubling the capacity of the present institution. 
In looking over the numerous plans and sketches sub- 
mitted by the half-dozen competitors, | was impressed 
with the promptness with which these two noted archi- 
tects pounced upon all faults relating to light and ven- 
tilation, particularly of the lavatories, quickly throwing 
out as unworthy of further consideration those plans 
which placed the toilet-rooms in dark or badly ventil- 
ated positions. This illustrates the advanced modern 
idea, particularly when you reflect that formerly any 
dark or out-of-the-way piace was considered proper for 
these necessities of habitation. So, too, in practical 
hospital work, it has been my observation that dark 
closets are wont to be the repositories for old mops, rags, 
and dirt, so that it was my rule, when engaged in the 
management of hospitals, to paint the darkest and worst 
closets a pure white, making immediately perceptible 
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the slightest trace of dirt or filth. The trouble L had 
experienced with these closets soon vanished. 

These illustrations will serve with regard to cities. 
The chief attention should be centered upon the worst 
parts of the city. The sewerage, paving, light and ven- 
tilation of the worst sections should receive the first and 
most constant attention. In support of this idea, I 
quote from an article written five years ago by Dr. John 
S. Billings, who savs: 

As regards Asiatic Cholera, typhoid fever, various forms ot! 
Carrheal and dysenteric diseases, and diphtheria, our know! 
edge of their causes, means of communication and prevention 
is much in advance of the actual practice of most communities. 
inainly because the methods which are known to be eifective to 
secure constantly pure water supplies and the satistactory re 
moval and disposal of refuse and excreta require considerable 
sums of money to establish and to maintain, and the public 
has not vet arrived at the conclusion that such expenditure 1- 
wise and proper and that taxation for such purposes is neces 
sary to secure the prospcrity of a community. 

A very considerable part of the excess of death rates im a 
city is due to the poverty of the inhabitants of certain section- 
of it. In certain parts of all large cities there are to be found 
a number of people who are insutliciently fed and clothed and 
who are huddled together in such a way that cleanliness. 
decency and morality are difficult: or impossible to obtain. 
Here congregate the idle and intemperate, the tramps and 
loafers of the country, the hereditarily indolent and vicious 
classes. Mingled with them and living under much the same 
conditions are many honest and industrious people who are 
living from hand to mouth; the daily wage earnere to whom 
sickness means recourse to the public hospitals and Joss of 
means to earn their own subsistence. The death rates in these 
quarters are fifty to one hundred and fifty per cent. greater 
than those of the better class of population; the average dura 
tion of life is from ten to fifteen vears less by reason of such 
poverty and squalor, a large part of their sickness must be re 
lieved by public charity and one-third of those who die among 
them must be buried at public expense. 

The problem of how to improve the sanitary condition of 
these quarters to prevent the inerease of foul, damp, dark and 
overcrowded dwellings and thus lessen the burden of the com- 
munity, without still further pauperizing the people and at 
tracting to the place other vagrants and criminals, is one of 
the most serious that confronts modern civilization and mum 
cipal government. 

It is easy to prove to any intelligent business man that high 
death and sickness rates in a city imply heavy demands on the 
public purse in the maintenance of hospitals and other char 
ities, and also to show that an abundant and pure water sup 
ply, clean streets, good sewerage and good and well enforced 
building regulations are among the best means of lowering 
these death and sickness rates. 

WRONG METILODs. 

The foregoing quotation suggests a conviction which 
has long been forced upon my mind, that in all our 
sanitary work, both in municipal sanitation and in 
quarantine, we are working at the wrong end of the 
line. We are treating symptoms instead of the original 
cause of the disease, and both for sociologie and economic 
considerations it would be far better to change the point 
of our attack. 

Let me illustrate 'y\ the quarantine methods hereto 
fore in vogue, those now and in the future to be utilized 
in the suppression of an epidemic disease such as 
yellow fever. When vellow fever appeared in a given 
locality under the old dispensation, shotgun quarantines 
were established by near and remote localities having 
wny possible communication therewith. The press dis- 
patches announced that “Podunk,” evidently priding 
itself on its vigilance, “has quarantined against the 
world,” and other communities, not to be outdone by 
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Podunk, followed suit. I do not mean to ridicule these 


measures, but how much wiser is the method now en- 


forced of concentrating the restrictive efforts in- the 


neighborhood of the epidemic, and how much wiser sti! 
will be those provisions of the near future which wil! 
enable any community. by reason of its good sanitary 
condition, to look with comparative equanimity upon th: 
chance introduction or outbreak of a contagious diseas 

And in our municipalities we build large public hos- 


pitals and establish other charitable institutions for the 


reception of the people whose unfortunate condition i- 
attributable in a large measure to the insanitary condi- 
tions which our municipal governments allow to persist 
As an economic measure, therefore, as shown by Dr 
Billings, it will in the long run be profitable to spend 
more upon sanitation: and from a sociologic standpoint 
the advantages of this poliey will be no less marked, for 
it must have occurred to most of my hearers in their 


hospital experiences that the greater the number of 


charity hospitals that are founded the greater will be 
the number of people who are willing to become the 
recipients of charity; and that while charity is to be 
commended the zeal manifested therefor may, after all. 
bring unfortunate results, for “zeal without judgment 
isa fault, even though it be zeal unto good.” 
SANITATION VERSUS QUARANTINE. 

Another strong appeal for sanitation les in the prom 
ise Which it would give of getting rid of quarantine. 
The time is at hand when we must consider the necessit\ 
of ridding ourselves of these restraints upon commerce. 
of holding a ship with its valuable cargo and eage: 
passengers, in quarantine because some person is aboard 
who has resided in a filthy seetion of a foreign port and 
has brought with him an infectious disease. For these 
diseases can generally be traced to the overcrowded and 
otherwise insanitary sections of a city, the sections 
which. as L have before stated, should receive our first 
consideration. And the rich man held on board a 
steamer in the upper cabin because of infection aboard 
his ship in the steerage may reflect that his detention 
is due primarily to the faulty sanitation of some miser- 
able portion of some foreign city, and he receives thereby 
a demonstration of his personal interest in these con. 
ditions. 

It ix an interesting matter for conjecture—what would 
be the effect upon the prevalence of contagious disease 
if there could be a complete wiping out of all slums and 
low tenement-house districts in all our cities. It matters 
not that an epidemie once started may prevail as vio- 
lently, or more violently, in the better portions of a 
city, and that eleanliness and sanitation may then have 
but little effect upon its progress. The fact remains 
that for the perpetuation of these diseases among the 
people filth and bad environments are essential, and 
when we reflect how easy and natural is the upward 
vradation of infection, how readily through successive 
erades it may ascend the social seale from the lowest to 
the highest, the direct and personal interest of the 
wealthy and more intelligent classes of a community in 
the condition of the poor and ignorant becomes mani- 
lest. The greater danger of contagious disease among 
the poor is recognized in the present U. S. Treasury 


quarantine regulations, providing for the inspection of 
vessels at foreign ports bound for the United States. 
These regulations require. under certain circumstances. 
the inspection of the steerage but not of the cabin 
passengers. We have made a class distinction, notwith- 
standing our democratic ideas, but the regulation is 
based on knowledge. It is a recognition of the fact that 
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contagious and loathsome diseases are more apt to be 
prevalent among the poor, not simply because they are 
poor but because they have been crowded and prevented 
from living under as good sanitary conditions as the 
more favored classes. 

That good sanitary environment, enhancing the gen- 
eral health, is the best means of eliminating contagious 
disease, is illustrated by a conversation which | have 
had within a week with the director of the Hygienic 
Laboratory of the U. S. Marine-Hospital Service, Dr. 
Rosenau, who has just returned, after a prolonged period 
of study and investigation in the Pasteur Institute in 
Paris. On inquiring as to the latest phases of scientific 
investigation and the trend of thought at this great 
intellectual center. among other matters, he stated that 
there seems to have arrived a period of pause in bac- 
teriology, or at least a spirit of inquiry as to the true 
relation of microbes to the diseases of which they have 
been considered the special agents. Dr. Rosenau’s state- 
nent is as follows: 

VIEWS ON ORIGIN OF CONTAGION. 

We have lately been compelled to modify some of our notions 
of the causes of contagious and infectious diseases. After the 
brilliant discoveries by Pasteur and Koch it was thought that 
the presence of the pathogenic microbe organism was like the 
bite of a venomous snake, surely poisonous. jsut now we 
know that there are other conditions besides the presence of the 
microbe necessary to produce disease. Many people go about 
with virulent ,diplococci of pneumonia in their respiratory 
tract but do not have pneumonia. Why? Because their cells 
are Vigorous enough to prevent the diplococei invading the 
lungs. but put such a person under bad sanitary conditions or 
depress his vitality and the microbes are not phagocyted—th:v 
invade the lungs and pneumonia and death follow. 

The same, to « limited degree, occurs with the bacillus diph 
theria. 

In times of cholera epidemics men go about with living. 
virulent, cholera vibrio in their intestinal canal, yet they are 
not sick. Why? Beeause the conditions for the production 
of the cholera toxins are not favorable—there is no abnormal 
ilora in their intestinal canal. But let such a person eat poor 
and tainted food or derange his digestion through indiscre- 
tion or evil sanitary surroundings and the disease results. 

Many people live a long and active life with tuberele bacilli 
eneysted in the apex of one lung. As long as they have plenty 
of fresh air and sunshine and good sanitary surroundings 
they remain well. But give such a person poor food or bad 
sanitary surroundings and see what happens. The battle go- 
ing on between the bacilli and the cells results in a victory for 
the bacilli, The cells die and the victorious bacilli spread 
havoe through the lungs. We, therefore have a scientific 
proof of the sense of the old-time notions of the old-fashioned 
doctors who taught the value of fresh air and sunshine, of 
wood food and exercise, of cleanliness and dry dwellings, and 
we find that the conditions of health which result from such 
yood sanitary conditions are after all among the very best 
preyentives against infection. 


Another good effect of sanitary excellence would be 
10 obviate municipal deception either in the concealment 
of the existence of contagious disease or by reports 
giving a sense of false security to other communities. 
This subject is one which time will not permit me to 
discuss, but was treated of at some length in an address 
which I had the honor of delivering before the Social 
Science Association, in Washington, D. C., last May. 
| will simply say that the greater the neglect of sanita- 
tion, the more pronounced the disease-bearing factors 
of a city, the more sensitive does it seem to the acknow]- 
edgment of the presence of contagion, the more deter- 
mined does it become in outright denial. It is thus seen. 
and it is by no means a matter of imagination, that 
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municipal morality is affected by the municipal sanitary 
status. 
WHO SHOULD BE SANITARIANS. 

In the sanitary progress of the new century, it has 
occurred to me, there must be developed new classes of 
individuals in sanitary affairs. To-day every physician 
is considered, in a sense, a sanitarian; then there are 
the professional sanitarians, represented chietly by those 
holding sanitary office; but there are very few men 
to-day engaged in legislation who give any thought to 
sanitary legislation. We need a classs of men who are 
versed in the law, who are skilled in framing laws, and 
who are familiar with the difficulties and methods of 
securing their enactment. The average doctor or sani- 
tarian is as a child in these matters. Impressed with 
the importance and nobility of his cause he becomes 
oblivious to the sentiments or even the rights of those 
affected unfavorably thereby. The same influences 
which seem to make of the doctor a poor man of busi- 
ness seem to make of the average sanitarian a poor man 
for legislation. So that it seems to me. at least in the 
United States, it will be necessary in the development 
of the ideal sanitary legislator to look for him among 
the lawyers rather than among the physicians. There 
is no reason why a good lawyer should not become an 
adept in sanitation. I believe it to be more difficult for 
a good doctor to acquire legislative wisdom. 

Another class of men whom we should look to for aid 
are the men of extreme wealth. I believe their attention 
should be directed to the vast amount of good to be done 
by the employment of their capital in backing up sani- 
tary improvements. The number of great fortunes pos- 
sessed by individuals in our several republies, I have 
not had the opportunity of learning, but they are numer- 
ous; and so far as I can judge, their possessors, at least 
a large number of them. are imbued with generosity 
and a desire to utilize their great wealth for the public 
good. Witness the large number of universities found- 
ed by wealthy men, the public libraries, and other in- 
stitutions. erected or endowed by them; the contribu- 
tions which they make in times of great calamity and 
in ordinary times to all charitable undertakings. 

The methods by which they may assist in public sani- 
tation may not be so obvious or numerous as other 
methods of advancing the public welfare, yet the influ- 
ence of a man of great wealth could be distinctly felt 
in the advancement of sanitary legislation, and in the 
perfection of sanitary administration. Moreover, the 
use of large capital in the improvement of the dwellings 
of the poor appears to me to be as sensible and noble 
a method of the employment of capital as can be found. 
It has been a matter of surprise to me that the attention 
of our wealthy men of philanthropic impulses has not 
been more frequently thus directed. The Mills Build- 
ings in New York City in a measure illustrate this idea, 
and I doubt not that a proper inquiry into the subject 
would develop other illustrations. But the advantage 
which individual capital enjoys over municipal govern- 
ment in the improvement of the dwellings of the poor 
lies in the difficulty experienced by the latter in con- 
demning and destroying unsuitable tenements. Capital 
ean purchase them and erect good buildings in their 
stead. This is illustrated by the history of a company 
formed, and now being successfully operated in Wash- 
ington, D. C., for the erection of suitable habitations 
for the poor, with less thought of profit than of public 
benefaction. As originally outlined, the scheme in- 
cluded a condemnation by the commissioners of the 
District of Columbia and a destruction of the condemned 
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insanitary buildings and the erection in their place of 
buildings by the company, though owing to legal diffi- 
culties the necessary legislation for destruction has not 
yet been enacted. 

In a recent press clipping 1 have read that statistics 
just compiled show that during the year just past con- 
tributions to educational, religious and charitable ob- 
jects and institutions in the United States have amount- 
ed to almost $61,000,000, donations of less than $1000 
not being included in this summary. he article further 
tates that this showing seems to indicate that there is 
a growing disposition to make philanthropy a partner 
of prosperity, a tendency to give helpfully instead of 
pauperizing men by benefactions. But in the list of 
these benefactions I see no mention of purely sanitary 
gifts or endowments, and to my mind it seems a reason- 
able proposition that more practical and beneficial results 
would have been obtained if this $61,000,000, instead 
of being expended upon educational, religious and char- 
itable institutions had been expended upon reclaiming 
the slums, and in the purchase and destruction of 
rookeries, with the erection in their stead of modern 
sanitary tenement-houses, and that, too, even though 
the money had not been expended outright as a gift, but 
as a safe though moderately paying investment. 

SANITARY TENEMENTS. 

The need of sanitary tenements has been brought to 
the front by the recent agitation and widespread move- 
iment for the suppression of tuberculosis. In a pamphlet 
on the tenements and tuberculosis. by Dr. S. A. Knopf, 
of New York City, appears the following statement: 
“The present condition of the tenement houses in this 
city is so serious that the evils arising therefrom are a 
distinct menace to the welfare of the community. There 
are at present over 44,000 tenement houses in the old 
City of New York, and new tenement houses are being 
erected at the rate of about 2000 a year. These are, in 
inany respects, worse than the old buildings erected 
thirty years ago. They are badly constructed, and so 
planned that many rooms depend for their light and air 
upon long, narrow, dark, air-shafts. which, instead of 
giving light and air, are merely stagnant wells emit- 
ting foul odors and diseases.” 

It is true that restrictive legislation may be enacted, 
but in view of al! the foregoing facts can there be 
found a more useful method of employing great indi- 
vidual wealth than in the removal and the prevention 
of the erection of such houses by the substitution of 
those properly constructed. 

In a recently published article by Charles R. Hender- 
son, Professor of Sociology in the University of Chicago, 
on the spirit of modern philanthropy, the writer states 
that “philanthropy has taken a wider and nobler view 
of its mission. It has become preventive and educa- 
tional.” He quotes Miss Carpenter, as follows: “A 
hospital can not cleanse a poison-infected district. nor 
diminish the constant supply of patients from an un- 
drained and malarious locality.” He further sifys: “It 
is well to remove the weak and tempted from bad 
environment, better still to improve the environ- 
ronment. It is well to go down to the folk-swamp and 
rescue one here and there; better still to drain the cess- 
pool, improve the tenements, prevent adulteration of 
food and drink, inspect factories and compe! use of 
devices for averting accident and disease. The wall at 
the top of the dangerous precipice is worth far more 
than an ambulance at the bottom. 

Since the above lines were written I have read a letter 
from a special correspondent (Marshal Lord) of the 
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Washington Lvening Star, of January 19, showing the 
reformatory work of this character now going on in 
London, which should certainly stimulate all American 
municipalities to efforts in the same direction. The 
writer states that: 

Every American city big enough to have one of those 
municipal sores called a slum will doubtless be interested in the 
huge experiment London is undertaking. This is nothing less 
than the expenditure of ten millions of dollars in the wiping 
out and rebuilding the homes of about forty thousand people. 
A further program that means the expenditure of another ten 
millions is now being discussed, and, after these projects are 
well under way, new schemes will be planned to the same end 
and more millions spent until the necessity for spending money 
in this way in London shall have disappeared and the city 
have become a landlord on an unprecedented scale. To-day 
the housing problem is the worst that London has to face, but 
ler powerful county council, which has done several rather re- 
markable things already, and which has practically unlimited 
wealth to draw upon, has determined that overcrowded, in- 
sanitary, and slum areas must go. The County Council has 
already attacked, razed and rebuilt one of the worst slums in 
London. Several other notorious ones are now being torn down 
and still others are doomed. Medical inspectors in the County 
Council's employ are penetrating into the city’s filthiest cor- 
ners and condemning them. The wretched creatures who 
swarm in them are paid a small sum of money and turned out. 
after which the slum comes down. The “before taking” phase 
of the Council's heroic remedy is a mass of closely packed 
hovels, squalid, unlighted and unventilated, reached through 
vrimy, winding alleys, in which the police dare to go only in 
torce. The “after taking” is blocks of trim cottages or apart- 
ment buildings, cach separated from the other, equipped with 
literally every modern convenience, including a perfect system 
of drainage and every essential for cooking. The apartments 
are well lighted by day with large windows; at night either 
by gas or electricity on the slot system where a penny dropped 
in produces gas for six hours. These model dwellings, more- 
over, are to rent at prices which even very poor people can 
afford to pay and are immediately tenanted to their full extent. 

So far, on workingmen’s homes of this pattern that occupy 
the place of former slum districts, the London County Council 
has spent a little over $3,000,000. It is now building houses 
which will cost over $1.500,000, and to clear the new dis 
triets, which have been condemned and which are to be re- 
built, will cost $5,500,000 more. The houses already built ac- 
commodate more than ten thousand people. Those now build- 
ing and those arranged for will give dwellings to thirty thou. 
sand more. They will be finished and occupied in five years 
from now. 

The second scheme which the Council is laying out takes 
another way of curing the same disease of overcrowding. This 
is by acquiring tracts of land in the country just out of Lon- 
don, building model dwellings there and connecting them with 
the working centers of the city by light railways. This will 
probably cost $10,000,000 more. 

The Council began to rehouse on a modest scale in 1883, but 
the importance of its work to-day lies in the dimensions to 
which it has grown and its great promise for the future. 

It is a significant fact, happily recalled at the present 
time, that the new King of England, Edward VII, was 
identified with the inception of this work. His maiden 
speech in the House of Lords in 1884 was in support 
of a motion in favor of the better housing of the poor. 
and he was subsequently one of the commission appointed 
to consider the matter. 

It is thus seen that our brethren in the East are al- 
ready in the field. Why stand we here idle? Shall we 
in our newer territory allow ourselves to be surpassed 
in these matters by older governments, less democratic 
than our own, less dependent upon the will of the people ? 

In the foregoing I have endeavored to show that 
public sentiment, law and administration are the most 
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important factors for the attainment of our standard 
of sanitation. 

ADMINISTRATION, 


One more word with regard to administration. The 

health officers selected under state or municipal law are 
too frequently subject to political change. An experience 
of one term of service is generally necessary to sufti- 
ciently acquaint the health officer with the duties of his 
office, and while political changes in other offices may be 
made, possibly without injury to the public service, the 
same can not be said with regard to an officer of the 
public health. He should be selected, also, solely on 
account of lus ability or special adaptability for the 
position, and while every American citizen may be 
expected to be» politician, in a certain sense the health 
otlicer should be one who is not devoted to polities. And 
here is where the great body of the medical profession 
can exercise a salutary influence by taking an active 
interest in these appointments, insisting that men of 
character, of education and reputation, should receive 
them, for it is the duty of the profession to uphold the 
health officer in the performance of his public obliga- 
tions. The health officer and the boards of health should 
command the respect and receive the support of the 
practitioners of medicine whose influence in this diree- 
tion is all powerful. 


SANITATION AND POLITICS. 

One word at this point with regard to sanitation and 
polities. The city of W ashington | is sometimes referred 
to as typifving the highest order of sanitary equipment 
and administration, and when it has completed its 
sewerage system and established its water filtration plant 
it will be a model city. But, it may be argued, it is a 
model city because, unlike others, it has no local polities. 
This is true, but if municipal polities seem to interfere, 
as they often do, with sanitary progress, it but serves 
to demonstrate a reason, in addition to many other 
reasons, why the best men should go into polities. 

In the beginning of this paper I stated that munici- 
pal cleanliness and sanitation is not a field for the 
national government, but belongs distinctively to the 
states and municipalities. Doubtless there is suggested 
to you. as to myself frequently, the thought of the 
national government enforcing municipal sanitation. 
Speaking for the United States, under our constitution, 
it is impossible. Nor with our ideas of self-government 
is it desirable. A weak leaning upon the national gov- 
ernment in ordinary matters affecting the people of a 
state or city is a thing to be avoided as lessening the 
feeling of municipal and personal responsibility for good 
government. The general government does not go into 
cities and say what kind of reservoirs they must have, 
how their sewers shall be laid and what disposal is made 
of their garbage. These are left to local govern- 
ments, which are just as capable for these meas- 
ures as they are for managing their own police and 
fire departments. 

Yet in the exercise by the general government of its 
right to nrevent the introduction of contagious diseases 
from foreign countries, or the spread of these from one 
state to another, I can foresee the possibility of such 
national action as may, without objection, have an 
infiuence on the sanitation of cities. The sanitation of 


seaport cities which habitually breed yellow fever, with 
a view to eliminating this disease, which interferes so 
seriously with commerce, is being seriously considered 
by thoughtful men interested in commerce, sanitation 
and diplomacy. 
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COMMERCIAL INTEREST IN SANITATION. 

There is no one disease which interferes so seriously 
with commerce in the western hemisphere or causes 
greater panic than yellow fever. The interdependence 
among nations in the efforts to get rid of this disease 
has become strikingly obvious, and illustrates the unity 
of interests of the nations in sanitation. 

Sanitation in Western Republics.—An inquiry into 
the sanitary conditions in the ports of the western repub- 
lies will show, with regard to many of them, a woful 
sanitary condition, a neglect of the first principles of 
sanitation, and either faulty or entire absence of quar- 
antine protection of one city from another. The com- 
mercial relations between these places are each year 
becoming more intimate, and through correspondence 
and conversation with representatives of the Central and 
South American republics, I learn that the same appre- 
hension which is felt by the United States each summer 
is experienced by all. All, or nearly all, of our repub- 
lics have suffered in their commercial and business 
prosperity through the visitation or threatened visita- 
tion of yellow fever, and I have been surprised by the 
instant approbation with which all with whom I have 
spoken received the idea of an international agreement 
looking to the sanitation of such seaports as are habitu- 
ally infected with yellow fever. That vellow fever can 
be rooted out of an old endemic focus, [I believe; but to 
demonstrate it is not an easy matter. T have endeavored 
within the past two years, through special reports from 
the United States consuls, to collect facts showing the 
relation between sanitary improvements and the preva- 
lence of yellow fever in the principal fever ports of the 
tropics, but the results are as yet undeterminate. 1 
believe, however, we have one notable illustration of 
suecess in Santiago, long known as a yellow fever port. 
but where the measures adopted by General Wood and 
the medical officers of the army were so radical and thor- 
ough that no yellow fever now prevails or has prevailed 
during the past year in that city. I feel confident, too, 
that in due course of time, and that before long, yellow 
fever will be made to disappear altogether from Havana. 
Reasoning somewhat by analogy, we should be able to 
exterminate yellow fever from a given locality. A year 
ago last July it appeared in the National Soldiers’ 
Home, Hampton, Va., where there were 3500 veterans 
of the Civil War. but it was stopped, and that, too, 
quickly, with a record of forty-five cases and thirteen 
deaths. In June, 1896, it appeared at McHenry, Miss., 
and in twenty days was entirely suppressed, after the 
oceurrence of twenty cases in all. 

PROVISIONS IN ELIMINATING YELLOW FEVER. 

In eliminating it, however, from a city or locality 
where it has prevailed for many years, there are four 
provisions which must be complied with: 1. Effective 
sanitary administration. 2. Good sewerage and water- 
supply, soil drainage and paving. 3. Sanitary engineer- 
ing of harbors. 4 The destruction or scientific disin- 
fection of houses where the fever has prevailed. In 
Havana the first of these requisites has been and is being 
accomplished. The city is clean on the surface. The sani- 
tary administration is excellent, and measures are al- 
ready under way for securing the second requisite of good 
sewerage, drainage and paving. I do not know that it has 
vet been determined whether sanitary engineering is 
necessary with regard to Havana harbor. But any harbor 
in the tropics which receives sewage, and is so land-locked 
that it becomes a cul-de-sac, must be subjected to such 
engineering as will cause a flow of its waters freely to 
the sea. But even when all this is done, yellow fever will 


36 


SANITATION AND PROGRESS. 


sid prevail unless the fourth measure is enforced, 
namely, the destruction of old infected houses and the 
thorough scientific disinfection of others too good to 
be destroyed. In a tropical city a few years ago, much 
stress was laid on the good results following sanitary 
improvements of the harbor, but their improvements 
went still further, namely, to tearing down a large 
number of old houses, which was immediately fol- 
lowed by an unusual outbreak of yellow fever. In 
other cities, I have been informed, millions of dollars 
have been spent in improving the sanitary conditions, 
yet yellow fever prevails from time to time, and why? 
Because the houses are infected, and have been for a 
vreat number of vears. 
MEANS OF DISINFECTION, 

This brings to us the question: Have we a simple and 
eflicient means for a scientific disinfection on this broad 
scale? | believe that we have. To the U. 8S. Marine- 
Hospital Service, which has had so large an experience 
in the post-epidemic disinfection of cities and towns, the 
thought of a simple. clean, non-injurious, inexpensive, 
vet thorough disinfection of houses, after its experience 
with the carting around of steam chambers, the burning 
of sulphur, and washing down with bichlorid solution 
and carbolie acid, and meeting the bills afterward pre- 
sented for ruin or damage of property—-the thought 
comes as a welcome relief. 

A few years ago, through the inventive genius of one 
of our officers, we believed we had a formaldehyde lamp 
which met every requirement, but experience demon- 
strated certain. defects which caused its temporary 
abandonment. The intelligent mechanic who constructed 
the lamp, however, has so improved it that thus far it 
has stood every scientific and practical test towhich it has 
been put, and I hope and believe that in this lamp we 
have an efficient, simple and safe method of evolving 
formaldehyde gas of a strength to insure a thorough 
disinfection of houses and public buildings. I mention 
this matter as one of encouragement in the idea of 
eliminating vellow fever under the terms of the fourth 
requisite mentioned, from cities usually infected. 

INTERNATIONAL AGREEMENT IN SANITATION. 

(he plan of international agreement which was out- 
lined in an article by myself,’ contemplates a convention 
to be composed of public sanitarians, civil engineers and 
financiers, whose duty it should be to prepare a treaty 
providing for the examination of the chief yellow fever 
ports by a commission representing the republics con- 
cerned. Each country should obligate itself to put into 
effect the measures recommended by this commission, 
or measures of its own which should meet with the 
commission's approval. Since obligations without penal- 
ties would be worthless, the treaty should provide that 
if after a sufficient time these improvements are not 
made, each of the other nations interested should im- 
pose such discriminative tariff or tonnage tax or quar- 
antine restraint upon the offending nation as would 
cause it in its own interests to comply with the terms of 
the treaty. Since the publication of the Forum article, 
I have conversed upon the subject with a number of 
the representatives of the Central and South American 
republics, and with representative public men of our 
own country, and without exception all have pronounced 
the idea both valuable and practical.* If this measure 
sheuld become an accomplished fact, think of the stimu- 


1 The Forum, February, 1s. 2 A resolution embodying the plan 
as outlined above was adopted by the Pan-Amer. Med. Congress on 
motion of Dr. Eduardo Wilde. Argentine Minister to the United States 
and Delegate to the Congress. 
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lation which, through international intluence, would be 
given to municipal sanitation everywhere. Dr. Kober, 
in his excellent address on the “Progress and Achieve- 
ments of Hygiene,” gives in detail the beneficial results 
of the sanitation of European cities. In providing for 
sanitation of seaports on account of yellow fever. the 
cities would undoubtedly benefit with regard to other 
diseases, and there is no doubt that as a result their 
commercial prosperity would be so enhanced that other 
cities would take notice and profit by their example. 

standing on the threshold of the twentieth century, 
and looking forward to its achievements, the foregoing 
thoughts appear to lose the elements of doubt which 
may at first seem to attach to them, particularly when 
we look back upon the achievements of the past century 
in medicine, in surgery and in sanitary science. And 
when we study the achievements of other centuries of the 
past, and see how they have been filled with the more 
primitive struggles for individual and national freedom : 
with the evolution of physical and mental science ; with 
the development of architecture, painting, sculpture. 
and literature, it would seem that the next great cause 
pressing for agitation, both for the amelioration of 
unhappy conditions and for further advancement along 
the lines of previous study and development, is the cause 
of sanitation. It is the next step for progress in the 
destinies of man for “elevation in the scale of being.” 
lor further intellectual and moral advancement sanifa- 
tion is indispensable. Progress in other matters will 
in a measure depend upon it. The movement has al- 
ready begun. Witness the sanitary benefactions of 
George Peabody in London, thirty-eight years ago, and 
the efforts of the London County Council, xs previously 
narrated, and similar work in Liverpool, Glasgow, Paris. 
and Brussels; the valuable report of the New York 
Tenement House Commission of 1894, and the labors 
of the present commission; the report of Surgeon-Gen- 
eral John M. Woodworth, U. S. M.-H. S., to the Inter- 
national Medical Congress in 1876; the resolutions of 
the Conference of Sanitary Officers, at Montgomery, 
Ala., in 1899, and of the American Public Health Asso- 
ciation in 1896; the report of the U. S. Department of 
Labor upon the investigation of slums, under the author- 
ity of act of Congress; and the innumerable contribu- 
tions on these subjects to the daily and medical press 
All the above relate to the subjects which have just 
been under discussion, and the time has come for more 
positive action. 

The twentieth century will certainly demonstrate the 
brotherhood of man; the fraternity of nations: and, not 
excepting even the Peace Conference at the Hague, there 
can be no more hopeful sign of promise than is held out 
by sanitation. 

Here is a common field upon which the nations may 
meet with unselfish and common purpose; here is a 
policy which may well be put in the platforms of polit- 
ical parties, and which, by requiring intelligent legisla- 
tion, will bring the best men into local politics: a policy 
which will put a rifle-groove in the shotgun now loaded 
with spasmodie municipal reforms, good government 
elubs, and crusades against vice, and weld these latter 
into one missile of definite direction and force. Here is 
a means by which the rich may help the poor without 
further pauperizing them; a cause. which, if advocated 
will break down unnecessary class distinction ; a promise 
of greater public morality; an assurance of higher life 
and greater health and prosperity to all, embodying in 
it the summum bonum of human existence, “the greatest 
good to the greatest number.” 
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OF SURGERY LN UPHE AGED.* 
JAMES P. TUTTLE, M.D. 
NEW YORK CITY. 

In the study of human longevity, it is not only a 
question of teaching young people how to grow old, but 
also old people to grow older. Old age with impaired 
faculties and physic al infirmities is hardly a blessing 
to individuals or their friends. Many of the ailments 
to which old people are subject, which worry and distress 


them, tend to shorten life, are amenable to surgical 
treatment, and would be unhesitatingly so treated in 


young people, but which are left alone in them on ac- 
count of the fear of operations and anesthesia on the 
aged, 

The scriptural axiom, “three-score years and ten” as 
t reasonable limit to human life, has become so firmly 
imbedded in the layman’s mind that those whose friends 
have approached this age generally feel that it is better 
for them to suffer what ills may have come to them, 
rather than take any chances in procuring aid from 
~urgery. They hold that only a few vears at best are 
‘eft, and prefer to accept them, even with pain and 
worry, to taking the shghtest risk of meeting death 
irom surgical procedure, They are entitled to their 
judgment, but they should be guided by the accurate 
xnowledge and experience of surgeons as to the exact 
risk they take. Many lives are lost or shortened by the 
excessive fear, both in the laity and the profession, of 
surgical procedure in the aged. 

Certainly, a large number of painful affections, such 

hemorrhoids, fissure, fistula, hernia, stricture, vari- 
cose veins, etc., often carry their victims to the grave. 
on account of the fear and inexperience of operators in 
operating on old people. All surgical procedures are 
hedged about with many conditions. The first, and of 
most Importance, is the nature of the disorder. If this 
is fatal without operation, all other considerations must 
be laid aside, and the procedure which promises the best 
chance of prolonging life undertaken. If, however, the 
operation is one of election, and not of necessity, we 
must consider many things, e. g.. the physical condi- 
tions, heart, lungs, brains, kidneys, ete.; then environ- 
ment, for a suitable time and place is necessary for per- 
fect results in surgery. 
nervous tension are important adjuvants in the recuper- 
ative process. Sex and age are also to be considered. 
This last is frequently made the first in the considera- 
tion of a surgical operation. Many friends and surgeons 
leave old people to their fate, with the simple assertion : 
“Oh, he is too old for operation.” 

I do not propose to go into any elaborate statistics to 
discuss with you the influence of surgical operations on 
the aged, but my opportunities as visiting surgeon to 
the public institutions of my city, for the study of this 
subject, have been so unusual that I feel justified in 
letting these facts have a wider circulation than that of 
a purely clinical lecture. T shall quote no books nor au- 
thorities, but simply state facts which I have observed 
and the records gathered from hospital charts by ver- 
sons entirely disinterested In proving any preconceived 
theories. The facts presented will embrace a brief state- 
ment of conditions determining surgical interference, 
and a tabulated statement of my past sixteen months’ 
work.! 


* resented to the Section on ‘Surgery ‘and Anatomy, at ‘the 
Fifty-tirst Annual Meeting of the American Medical Association, 
held at Atlantic City, N. J., Jume 5-8, 1900. 

This paper was written eighteen months ago, the cases here 
aa to all occurring in the years 1808-99. Since September. 
1899, the number has been materially increased—the only death 
sepsis due to senile 
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CONDITIONS DETERMINING OPERATION, 

The old adage, “a man is as old as he feels and a 
woman as old as she looks,” is one of the safest guides 
in surgery. I have found that sprightly, energetic, am- 
hitious old men stand surgical procedures well, while 
wrinkled, dull- -complexioned, weazened-faced, dried-up 
old women of lesser vears succumb quite easily. On the 
other hand, well-preserved, healthy old women, with 
bright minds and clear complexions, are capital subjects 
for operation. In one such, 84 years of age, I operated 
at one sitting for double inguinal hernia nearly four 
years ago, with perfect success, and she is to-day one of 
the cheeriest, most grateful and happy patients [ have. 

The condition of the heart in determining on surgical 
operations is not nearly so important as the laity be- 
heve. Organic valvular the heart, unless 
ot the most marked character, are not a bar to ordinary 
surgieal procedures; fatty heart, and degeneration of 
the muscles, however, should be distinetly ruled out. 
As we will see later on. the condition of the kidneys ts 
Important, but the appearance of a slight quantity of 
albumin or an occasional hyaline cast in old people ts 
not of any great moment, and these cases can generally 
lye operated on with contidence. 

In summing up these cases, | have made the arbitrary 
division of 50 years—above and below. Of those over 
vears old, | hold records of 130) cases, of which the 
average age is 65.8 vears. If vou take those above 690, 
there are 7 whose average age is HOLS years, Ot 
those below 50, [ have only completed the records of 7 
with an average age of 34.7 vears. Many more 
have been done in this class, but [ have not yet been 
able to complete the records. 

The mortality class above GO was 3 in the 131 cases. 
T'wo of these deaths were caused by pneumonia, due to 
the neglect of the orderly in one case and the unfortu- 
nate breaking down of the boiler and consequent ex- 
posure to great cold in the other. Several other cases 
of pneumonia occurred in the same ward from the same 
exposure, in people who had not been operated on. The 
third died from edema of the lungs, following operation, 
and on postmortem, showed chronic disease 
‘I'wo of these deaths were caused by pneumonia, due to 
the operation, which should not have been done. ft 
was a mistake, due to the fact that the party whose duty 
it was to examine the urine did so carelessly or not at 
all, and made a report which was absolutely out of keep- 
ing with the patient’s actual condition, The pneumonia 
eases can hardly be charged to the operations, as they 
were clearly due to causes beyond the operator's control. 

The number of deaths in patients under 50 years of 
ave was 3, making an ayerage of nearly 4 per cent, con- 
siderably larger than that in the older class. One of the 
deaths in this class was due to the same cause, brought 
about by the same exposure as in the two cases deseribed 
above. 

The character of most of the operations done can not 
he said to be of the greatest danger, but the large major- 
ity would be placed in the class of major operations. 1 
shall enumerate only those above 50 years of age, as we 
propose to study the influence of surgery on the aged. 
They are as follows: hemorrhoids, clamp and cautery, 
26 cases; modified Whitehead, 8: inguinal hernia, 30 
ventral 1, femoral 1, umbilical 2; varicose veins, 
radical operation, 26; skin grafting, 1; tenotomy, 2; 
stricture of rectum. 2; resection of bowel, 2; fistula in 
ano, 9; prolapse of rectum, 2; prolapse of uterus, 2; 
hysterectomy for cancer, 1; hydrocele, 3; Tumors, re- 
moved, benign, 1; stricture of urethra, 3; resection of 
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urethra, 1; ischio-rectal abscess, 2; perineal section, 2; 
circumcision, 1; varicocele, 1; Bottini operation for en- 
larged prostate, 6; appendicitis, 2; total, 131. Anesthe- 
ether, 83; chloroform, 13: cocain, 30; total, 126. 

Old people generally fear the anesthesia more than 
the operation, and it is interesting to observe that of the 
217 cases recorded no patient has died or suffered ma- 
terially from ether, chloroform or cocain. Ether was 
used 83 times, chloroform 13 and cocain 30 times In 
the elderly class. 

To any one who has ever visited our almshouse and 
workhouse, it will be unnecessary to say that these cases 
were not particularly favorable ones for operation, ‘They 
were not of the robust, well-nourished class, but rather 
the opposite. Neither were they carefully selected from 
such material as existed there. Our young house sur- 
geons, in their enthusiasm to gain experience, have per- 
suaded almost every one they found with surgical de- 
formities or diseases to come into the hospital and un- 
dergo operation, and I must confess that I have rather 
tempted Providence sometimes, in operating on the cases 
presented, simply to encourage the staff in hunting up 
material, and because the patient wanted the operation. 
There were 30 cocain operations, 25 of them for varicose 
veins, from which all recovered with cure or great relief, 
and without suppuration ; 1 clamp and cautery operation 
for hemorrhoids, 3 for small tumors, and 1 tenotomy, 
all of which made good recovery. There were 30 in- 
guinal, 2 3 femoral hernias, 


sias: 


, umbilical, 1 ventral and 3 
making 34 cases, in all of which the peritoneal cavity 
was invaded. Among these were only 2 cases in which 
there was a particle of pus. One of these two tore his 
bandages off during the first night after operation, chus 
causing an invasion of the superficial wound, which 
happily amounted to nothing, and the patient made a 
good recovery. In the other, done by my house surgeon, 
the bladder was cut, and the urine allowed to escape into 
the wound, which became infected. The patient  re- 
covered in due time. but, as was to be expected, the 
hernia returned, which, by the way, is the only case of 
recurrence in five years’ experience with the modified 
operation for this deformity. 

The 3 deaths in the elderly class were, unfortunately, 
all under this hernia class: only 1, however, should be 
charged to the operation. ‘There were 35 operations for 
hemorrhoids, 26 by the clamp and cautery method, and 
8 by the modified Whitehead operation. All of these 
recovered without incontinence or prolapse or other in- 
convenience. In the 9 operations for rectal fistula, there 
were 8 cures and 1 patient left before we could say what 
the result was. These cases were all stubborn and slow 
to heal. The remaining may be read from the list 
above. L will only call attention to the 2 cases of ap- 
pendicitis, in both of which the appendix was removed, 
with the most gratifving results, and the 2 of resection 
of the intestines, both of these patients being about 
+0 years of age, and in one LI removed over 21 inches of 
the small intestine, with the most perfect success. All 
of these were done under general anesthesia, chiefly 
ether, and the patients made good recoveries. 

The mortality, as will be seen, is less than 3 per 
cent.; 1 per cent., in fact, if we exclude the unavoidable 
deaths from pneumonia. Atbumin in the urine in small 
quantities has not been taken as a contraindication to 
operation, but those with fatty or epithelial casts have 
been rejected. Hyaline casts are not so serious, as they 
frequently occur in old people without any particular 
significance. Fatty, flabby old people have not been 
considered fit subjects for operation, but several have 
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been done with good results. Operations requiring heal- 
ing by granulations or long suppurative processes have 
not been considered satisfactory. 

Time has always been ccrsidered an essential ele- 
ment of success, and the utmost celerity consistent 
with good work has been practiced. I do not believe that 
it is a matter of indifference whether the patient is 
kept under ether twenty minutes or an hour. Every 
minute that can be saved without prejudice to the 
operation is just so much gained, and lessens by just 
so much the danger of shock. 

Whether this experience is better or worse than thai 
of others in the same line of work I am not able to say. 
but certainly it does not sustain the general fear of 
operations in the aged. I have studied to find, if pos- 
sible, some reason for the low mortality among these 
paupers, criminals and vagrants, but without any very 
definite conclusions. I have thought that perhaps age 
and hardship have inured them to privation and 
rendered them insusceptible to shock in a degree that 
we would not find in the higher walks of life. Cer- 
tainly shock, which is so much dreaded by the genera! 
surgeons, has been almost absent in the large number 
on whom we have operated. But perhaps the more 
rational view to take of this is that when an individual! 
has reached the age of 60 or 70 years, in comparative 
good health, we must assume that he has either taken 
good care of himself and not undermined his constitu- 
tion by dissipation and excesses, or that he originally 
had an exceedingly strong constitutional foundation to 
build on, and thus presents himself a suitable subject 
for operation. 

DISCUSSION. 

Dr. R. H. DawBAkN, New York City—It has so chanced that 
| have had a great deal of work in this special line while acting 
for many years as attending surgeon to the Chapin Home for 
Old People, in New York City, and I have found that they 
bear operation much better than I should have supposed. The 
all-important thing is the avoidance of microbie infection as tc 
whether we get alinost as good results in old people as we do 
in younger patients. I have seen case after case heal asep- 
tically and do remarkably well. On the other hand, persons 
having broken-down constitutions, living in publie hospitals, 
or people advanced in age, lack the vital resistance which is 
necessary to Oppose microbic invasion, and should this oceur, 
vou get bad results. An elderly man can not fight against a 
suppurative process like a young one. 

Dr. Harr, China—I have operated many times for different 
diseases in old men, and very well remember one case of a man 
who had had a depression of the frontal bone for ten years. 
He had been struck by his brother in a fight at the age of 55 
and came to me at 65. The depression was half an inch deep 
and I operated on him to remove three depressed fragments 
in the frontal bone. The patient made a splendid recovery and 
there has been no recurrence of the epileptic attacks from 
which he previously suffered. A number of men at the age 
of 75 have come to us and stood operation without any shock 
whatever. The middle class of Chinese stand operation well. 
but members of the upper do not, and this is probably due 
to their mode of living. Rice and meat are the principal arti- 
cles of diet for the poor. Another class of cases occurring in 
the aged are those that suffer with epithelioma, but I find 
they all recover very readily without suffering from shock. 
Talking about old men in China, a man 75 there is practically 
where a man of 95 is here. A large number of the population 
die before 60, and a man of 70 is a rarity. IT have operated 
on a man at the age of 90 who recovered without shock, his 
desire for operation being due to his wish that he could live 
to the age of 100, and thus get a special honor from the 
emperor. I told him T could not guarantee this, but the 
operation was performed some years ago and he is still living 
and looks well. Iam sure the diet has a great deal to do with 
the patient's’ ability to stand shock, and the surroundings 
and occupation have their share of influence upon 
operations. 

Dr. J. P. Turrie, in closing, said the point brought out by 
Dr. Dawbarn in reference to the inability of old people to 
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stand suppuration is brought out in his paper, but was not 
read. In every suppurative case the healing was prolonged 
and diffleult. We get just as good results in aseptic cases in 
old men as in young, but not in the suppurative cases. 


SARCOMA OF THE INTESTINES, WITH TABLE 
OF FIFTEEN CASES OF RESECTION.* 
C. VAN ZWALENBURG, M.D. 
RIVERSIDE, CAL. 

Very little has been written on sarcoma of the intes- 
tines and many errors have crept into its consideration. 
Conclusions have been drawn from its supposed analogy 
io carcinoma of the intestines which the facts do not 
warrant. Prominent among these errors are: the ac- 
cepted opinions as to the most common locations of the 
tumor, the early involvement of neighboring organs and 
the liability to produce obstruction. Few of our text- 
books on surgery refer to the subject. 

The “International Text-Book of Surgery” (1900) 
says: “It may occur in any portion of the intestine—the 
cecum seems to be a favorite spot and several resections 
of this portion have been successfully performed for 
sarcoma.” 

The “American Text-book of Surgery’? says that as 
sarcoma of the intestines usually gives rise to symptoms 
of obstruction, and consequently comes under surgical 
treatmént usually after extensive infiltration, it is ques- 
tionable if it is prudent to attempt a radical operation 
as an early recurrence is almost inevitable. It suggests 
an intestinal anastomosis to exclude such obstruction 
should it oceur. 

Senn, in his text-book on tumors*® (1900), as well as 
in his earlier “Intestinal Obstruction,’”* puts it most fre- 
quently in the upper part of the small intestines, about 
the ileoceeal region, the colon and the rectum. He says 
it usually comes to the surgeon after it has caused an ob- 
struction. If in operating for an obstruction a sarcoma 
is found as its cause, an enterectomy is indicated if the 
tumor has not extended beyond the intestinal wall. If 
it has so extended he advises an artificial anus or, better 
still, an intestinal anastomosis. 

Although a comparatively rare disease, it is much 
more rare in literature than in reality and deserves more 
attention. Of all the cases presented in the clinics 
during my medical course, one of the most deeply im- 
pressed on my memory was that of a young man sum- 
marily dismissed by Professor Maclean with the explana- 
tion that he had an abdominal tumor, undoubtedly sar- 
coma: that it would soon prove fatal, and that nothing 
could be done. The pale face of that patient has re- 
mained indelibly impressed on my memory. I find that 
a similar impression of the possibility of the disease 
together with its hopeless prognosis, is very prevalent 
among medical men. They all speak of personal ac- 
quaintance with sarcoma of the abdomen. How many 
of these cases are sarcoma of the intestine ? 

STATISTICS OF THE DISEASE. 

F. Smoler,® analyzing 13,036 autopsies held at Profes- 
sor Chiari’s pathologic-anatomic institute of the German 
University, at Prague, found primary sarcoma of the 
intestine 13 times—1 in 1000. These occurred in fifteen 
years, 1883-1898. It occurred 7 times in the ileam— 
twice including the ileocecal valve—3 times in the 
jejunum and ileum and twice in the cecum. In the 
other case it occurred in the lower ileum and was asso- 
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ciated with an adenocarcinoma of the pylorus in a 
woman 70 years old. ‘Ten were males, 3 females; 5 
times the patient’s age was between 50 and 40, 4 times 
between 20 and 30, twice between 10 and 20, and twice 
over 40. Probably there were few children in the 13,000 
autopsies. In 7 cases there was dilatation of the diseased 
gut, in 4 contraction, and in + there was no change in 
the lumen. 

N. Moore® reported 2 cases of sarcoma in 26 of new 
growths in the alimentary canal. Both were males, one 
25, the other 40 years old; 1 involved the descending 
colon, the other the descending colon and the ilewn. 

There is a single specimen in the U. S. Army Medical 
Museum. It was contributed by Dr. J. N. Yarnall, 
Washington, D. C. It is a portion of the ileum of a 
male 5 years old. It involved the entire circumference 
of the bowel. There was some narrowing of the canal, 
somewhat dilated above. Dr. E. Libman, pathologist 
for Mt. Sinai Hospital, New York City. recently read 
an exhaustive paper on this subject before the New York 
Pathological Society, and published in the American 
Journal of the Medical Sciences for September, 1900. 
He reported five cases which have occurred in this insti- 
tution. 

R. F. Weir? tabulating all resections of the intestines 
for malignant growth up to 1886, reports two cases of 
sarcoma out of a total of 35. 

REPORT OF CASE. 

Before considering the surgery for intestinal sarcoma, 
[ will report a case which occurred in my practice at 
Kalamazoo, Mich., in the fall of 1899. In criticizing the 
report of my case 1 ask that it be remembered that it 
was done in a small private house with only a forlorn 
hope of life being prolonged. 

The patient was Harold S., aged 5 years. His mother’s 
mother died at an advanced age from carcinoma of the uterus; 
his father’s mother of carcinoma of the stomach. About June 
1, 1899, the child fell from a fence and was caught between two 
boards and held hanging on the abdomen, head down, for some 
minutes. The injury was considered trifling at the time and no 
physician was called. About the middle of June he began to 
complain of abdominal! pain, had repeated attacks of vomiting, 
his appetite left him, and he began a steady decline without 
any appparent cause except the general symptoms of indiges- 
tion. About the middle of July, I discovered a nodule less 
than one inch in diameter, in the median line midway between 
the umbilicus and the ensiform cartilage. It was smooth, hard, 
round and freely movable over a radius of four or five inches. 
Its growth was very marked and by September 15, it was about 
the size of a hen’s egg. It then became fixed in the left hypo- 
chondriae region so as to produce by position an obstruction 
of the bowels with great pain. By careful manipulation and 
placing the patient upon the right side, I sueceeeded in moving 
the tumor from its fixed position and the obstruction disap- 
peared, The diagnosis was an abdominal growth, probably 
omental and probably sarcomatous. A very grave prognosis 
was given. The tumor had all along been freely movable and 
an exploratory operation was advised in the hope that the 
growth—of whatever character—might possibly be so situated 
that it could be successfully removed. The operation was at 
first declined, but in November the parents finally decided to 
have it done, provided it might be performed “at home.” It had 
been so long delayed that it was undertaken with the expecta- 
tion of finding so much adhesion and involvement of important 
structures that removal would be out of the question. The 
patient was by this time very anemic, emaciated and feeble. 
He could searcely walk. His temperature was 100 F. and 
pulse 120, soft and feeble. 


Operation.—At 10:30 a.m., Nov. 18, 1899, the abdomen was 


‘opened in the median line above the umbilicus, the incision 


being four inches in length. The growth was lifted from its 
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bed in the left hypochondrium, and out ot the abdomen, Thre 
principal growth was irregularly oblong, about four inches in 
length and three in width, and consisted of a contracted thick: 
ened mass with a partial intussusception of the ileum into the 
colon, drawing the healthy appendix with it. Bringing out 
more of the ileum, a secondary growth was exposed about two 
inches in diameter, which had been felt in the right iliac fossa. 
About three inches of fairly healthy intestine connected the 
two principal growths. The mesentery and mesocolon were 
long, allowing of easy manipulations, Several of the mesenteric 
glands were involved in secondary growths. 

Notwithstanding the extended involvement. it was decided to 
remove the growth with all the mesenteric glands as the only 
possible hope of prolonging the boy's lite. This was done by 
making an exsection of the ascending colon, together with six 
or seven inches of the ileum and all the mesenteric glands in- 
volved, making an end-to-end anastomosis with the Murphy 
button. The abdominal wound was ¢losed, leaving a narrow 
strip of gauze running down to each side of the line of anas- 
tomosis. This was considered advisable on account of being 
obliged to operate in a small private house where we could not 
be assured of thorough asepsis. 

The patient received two hypodermic injections of strychnin, 
1 GO gr. each, during the operation, and immediately after its 
completion he was given S oz. of normal salt: solution per 
rectum and the same amount in the subcutaneous tissues of the 
chest. He suffered much less from shock than was anticipated. 
About three hours after being placed in bed, the tather—who 
was chief nurse——stqpped out of the room for a moment and 
upon his return found him sitting up in bed. After twenty- 
four hours his condition was comparatively good, pulse 150, 
temperature normal, with no vomiting. Gas had passed the 
bowel. He continued to improve steadily. His highest tem 
perature noted was 100 F., about the eighth dav. His bowels 
moved on the fourth day. The gauze was removed from the 
wound on the fourth day. The serum which followed it had a 
slightly fecal odor. By the end of the first week a decided 
fistu’a had developed, This did not retard the recovery and 
closed spontaneously within four weeks of the operation. He 
was out of bed in three weeks and walked after five weeks. 
The button was passed on May 11, 1900, six months after the 
operation. The patient continues well and, six months after 
the operation, weighs 50 pounds, 17 more than before opera 
tion. 

ChOSCO pte G. F. Inch and F. Allen. 
of the Michigan Asvlum for the Insane, at Kalamazoo, made 
the microscopic examination of the tumor and pronounced it 
undoubtedly a small, round-celled sarcoma. Microscopic 
tions were also examined by Drs. A. C. Crofton, of Pasadena. 
and Stanley P. Black, of Los Angeles, with the same con 
The following is Dr. report: 

I 


small intestine above the ileocecal valve, the same amount 


The gross speelinen, consisting of six or seven inches « 


of large intestine, the vermiform appendix and = several en- 
larged mesenteric glands was received in Miiller’s thid. from 
which it was removed, washed in water and placed in alcoho] 
sv) pel eent. 

The Jarge intestine had been cut lengthwise. disclosing the 
tunior and the latter cut across. The tumor was a firm mass 
about the size of a hen’s egg, surrounding the ileocecal valve 
like a ring, the greater part Iving to one side, a depression in 
the surface corresponding to the opening into the smali in 
testine. This opening easily admitted the foretinger The 
tumor projected into the lumen of the large intestine, was 
covered with the intestinal mucosa and attached by a broad 
base to the bowel wall. The cut surface was white and glisten 
ing and yielded, on scraping, a milky fluid. The appendix was 
apparently normal. In the fat of the mesentery near the junc 
tion of the large and small intestines were several mesenteric 
glands, some of them somewhat enlarged. Four or five inches 
from the ileocecal valve, on the small intestine. was a second 


tumor nearly as large as the other. It was not connected with 


the lumen of the bowel, nor did it project into it, but in close 


apposition to the intestine between the two layers of the mesen- 
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tery. On cross-section it resembled the large tumor in struc- 
ture. 

On account of the size and the fact that the tumor had taken 
the place of the bowel wall, the large growth was evidently 
the primary tumor, and the growth on the small intestine a 
secondary in a mesenteric gland. Portions were taken from 
the primary tumor, the secondary and from one of the smaller 
inesenterte glands. fixed in alcohol, imbedded in parattin and 
stained with hemotoxylin and Van Giesen’s method. 

Primary Tumor: Seetions were taken from the periphery of 
the tumor. The mass of the structure was made up of small 
round cells with deeply staining nuclei; there was a_ fine 
delicate reticulum, composed in some parts of branching and 
anastomosing connective-tissue cells, and the reticulum could 
everywhere be seen lying between and separating the tumor 
vells, There were not a great many blood-vessels, but those 
present had very thin walls and in some cases the cells them- 
~elves formed the walls. At one side of the section was seen 
the mucosa with its gland ducts cut transversely and its under- 
Iving muscularis mucosa. <All throughout the mucosa are 
seen these small cells which surround the glands, even penetrat- 
ing between the columnar cells lining the ducts. The mus- 
eularis Mucosa is in some places almost obliterated by the 
pusting in of the cells between its unstriped fibers. The sub- 
mucosa has disappeared, as has also the muscle coats of the 
bowel. and their p'ace is taken by the tumor structure. At 
one side of the section may be seen a few muscle fibers, proba. 
those belonging te the muscular coats which are inifil- 
trated and separated by the tumor cells. 

Secondary: This seetion shows practically the same tumor 
structure. but the normal relation of the coats of the smat!l 
intestines is better preserved. The intestinal wall is seen with 
its mucosa, submucosa and muscular coats, but the tumor cells 
are found between the muscle fibers and have penetrated even 
as far as the mucosa. 

There are two modes of origin possible for the growth of the 
primary tumor: |. It may have arisen in a mesenteric gland, 
causing its enlargement until it reached the bowel wall which 
it soon infiltrated and disintegrated. 2. It may have arisen 
from: a solitary Iyinph follicle the large intestine, and 
this latter view is the more acceptable. as it is the common 
mode of origin for sarcoma of the intestine. 

Again. a, from the nature of the cell. a small round one with 
a nuccous staining so deeply and occupying so much of the cell 
that if requires careful focusing to make out the ring of pro- 
toplasin about it: 6, from the nature of the reticulum a fine 
branching vascular connective-tissue stroma: ec, from the 
nature of the relation of the reticulum to the cells lying always 
between and about them, and d, from the nature of the rela- 
tien of the cells to the blood-vessels, forming in some cases 
their walls. it is evident that the tumor belongs to that class 
of small round-cell sareomata known as Ivmphosarcoma, since 
it reproduces to a certain extent the normal histology of a 
Ivinph eland. 

TABLE OF CASES OF RESECTION, 

After a careful search in the library of the New York 
Academy of Medicine, | am able to present the accom- 
panving table of cases of resection for sarcoma of the 
Intestine, 

Of the fifteen cases. 9 were males and 5 females. The 
voungest was 11. vears old, the oldest 52: 5 were under 
10 vears, | between 10 and 20, and 2 between 20 and 30; 
1 was 30, and 5 between 40 and 50. The small intestine 
was alone involved 10 times: both small and large intes- 
tines twice; the cecum once: the transverse colon once. 
The Murphy button was used in + instances. Of the 15 
patients, # recovered from the effeets of the operation. 
The cause of death in the 6 fatal cases is put down as 
peritonitis twice: sepsis and pneumonia, 1 case; col- 
lapse, 1: not stated, 2 cases. Of the children under 10. 
only 1 succumbed to the operation. This was a boy of 8, 
from whom 52 cm.—21 inches—of ileum and cecum 
had been removed. All the other deaths occurred in 
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patients over 40, except possibly 1, whose age 1s not 


given. In none of these cases is it positively stated that 
the correct diagnosis was made before operating. 


Usually it is put down as obscure. Once only was it 
done for obstruction. Of those who survived the opera- 
tion, 1 died after three weeks, another in two months, 
from widespread metastasis. Two were well one year 
after operation; 1 is well six months after. Mesen- 
teric glands were reported involved in 4 of the patients 
who recovered. In addition to these I found 2 cases 
recorded of exploratory opening of the abdomen, in 
which. on account of the widespread extension of the dis- 
ease, no resection was done: 1 by Professor Madelung,* 
another by Tschermakowski.* Death followed in a few 
days in both eases. 


SARCOMA OF INTES 


TINES 

Once suspected, no time should be lost in waiting for 
the diagnosis to be cleared up. ‘The time for hesitating 
to do an exploratory laparotomy is past, especially in 
the face of so fatal a disease as sarcoma. There has 
been so much advance in intestinal surgery of late that 
every patient of this kind should have the benetit of that 
possibility of relief. Professor Kukula'® has recently 
tabulated 31 cases of resection of more than 1 meter of 
small intestine, and has demonstrated that there is prac- 
tically no limit to the amount of intestine that can be 
safely removed. In one patient « only two-fifths of the 
small intestine was left. As only 3 of these 31 patients 
died from collapse, there is evidently not so much shock 
from these operations as the first attempts at resection 
seemed to indicate. 


RESECTLON FOR SARCOMA OF INTESTINE, 


= Operator. Part Method. Result. 
Re move vcd. | 
LAtlee, Philadel- 1882 F. Sm: all in ‘rior of Died 2 days 
phia, testine, | tumoropened later. 
| intointe stine, 
dic al simp- 
2 Hofmokl.. F. 24 Ceenm, 9's Sutures Recovered . 
inches. dr: 1inage 
3 Lange . 1885 F. Transverse Czerny - Lem- Died Sth day; 
colon, 6 bert sutures. -erforative 
we inches, peritonitis, 
t Nickolaysen. 1886 18 em Lembert Recovered, . . 
Christiania. small suture 


intestine 


5 Zuraiski, Koenigs- 1880 M. 40 Small in- Recovered 
; testine, 


8 ece- Czerny - Lem- Died. 24 hours, 


cum bert suture. 


ileum, 
1881 Small in - End-to-end 
inion 


ock testine 
| suture. 


| 


6 Von Baracz, 
Le anberg. 


7 Madelung, 
Rost 


1880 M 


Died. 16 hours, 
Metastises 
numerous at 
autopsy, 


Babes and Nanu, 1805) 30° Sm: ull in- Le mbert Recovered: 
Bucharest. suture, st one year 
it 
Rovsing. Th 1806 F, Jejunum... Murphy byt- Recovered; re- 
Cope nhagen, ton. turned: wide 
invelyeme ‘nt; 
| died in 2 mos. 
10 Heinze. . 1897). 110 em, Recow'd; well 
small in- l year later, 
te ae 
11) Lannelogue, 1897 F.| 8 lo- . Reeovered 
Bordeaux, not 
| name 
i probably 
| sm'llintes 
12 Siegel, Ernst, 1800 M. 13% 30 em. jeju- suture, Recovered ; 
Frankfort, num age, died 19 days 
| from 
ret 
13) Weir. R. New 1900 M. 40 ft. 4 in. Lateral anas- Died: 
York Ci tomosis: Mur- nitis 
and ileum. phy button. 
14 Weir, R. New 1900 M.145 8 in. jeju- End-to-end; Died after 11 
| York Ci | num, Murphy but-, days; sepsis 
A and = pneu 
| monia,. 
Van Zwale aburg, ‘1899 Win,ileum Murphy  but- Recovered; 


lafter six 
months. 


Kalamazoo, /andeolon. ton, 


j 
Mich. 


From a study of these cases I am ed to the following 
conclusions: Sarcoma of the intestine is more common 
than our text-books indicate. It much more frequently 
affects the small than the large intestine. The ileum 
seems to be its favorite location. Sarcoma rarely pro- 
duces stenosis. Dilatation is more frequent. Usually it 
grows from one side of the bowel entirely. In my own 

case the symptoms of obstruction were evidently due to 

a change in position of the freely movable tumor. It 
was entirely relieved by manipulation. The diagnosis 
is difficult and will always remain obscure, still if a 
smooth freely movable tumor be found in the abdomen. 
unless it can be otherwise satisfactorily accounted for, 
we should be reminded of the probability of sarcoma of 
the intestine—especially if there is also present the 
general picture of sarcoma with its peculiar anemia. 


-cell 


Variety. Remarks. Where Reported, 


Edwards, Trans Phila. Path. 
also Phil. Med. Times, 1884. 


Spindle-cell . Supposed to be W. A, 


ovarian tumor, Soc.. 


A\deno sarcoma Giesselisch. der aertze in Wien, May 
Both ovaries were R. F. We) bar, ¥ ab le of resections ofthe 
sarcomatous., intestines for malign: rowth, 
Med. Jour. Feb. 15 p. 

. Myosarcoma intestini tenuis exsti 
pation with gut section, Helbride L 
Mawaz. for Li wind, R.3, 

s 

Fourteen months Diss, konigshe re, ISSO, Bei 
after onset mes, istie der Diinndarm Ge 


glands involved, 
‘Diagnosis: kidney Arch. of klin. Chir., B. xlii, 1891, 9, 
or colon tumor. ei, Ueber fiinf D: irmresectionen, 
Sin Beitr. zur Darmehirurgie. 
sar-Oper. undertaken primidre Diindarm sarcome, 
as carcinoma; M. Baltzer, Arch, f. klin. Chirurgie, 
collapse afer ap- 1892, aiiy. p. 717 
parent excellent 
condition. 


Sarcoma . . 


spin- Obstruction 
dle-« 


me 
glands wet 


spindle- 
cell sarcoma, 


Sarcoma .... 


coma, 


Myosarcoma, ori- No dif. diag. be- Berl. klin. Wochensehr., 1897, p. 138, 
gin in muscle’ fore operation, Ein Fall von Myos: irkom des Bunn 
ayerof inte stine darms 
Sarcoma intes, ils Tidende, no, 46, 1897, 9, 
jejuni. OSS. Primaert Tindtarmsarkom. 
Sarcoma der primiiren Diinn- 


. M.glandsinvolved Zur Casuistie 
di 


rm Sarcoma, Diss. Greifswald, 

1s 

tumor Jour. ‘de Med. de Bordeaux, 1897, 
itrae et L —— Jour. de med. de 


jordeaux, p. 495, Sarcoma 


Dis agnosis, 
of ova 


Sarcoma 


a’ e nte rorrhaphie cireu- 
laire; cure. 
Small  round-cell Aut’ psy; pancreas, Berl. klin. Woehenseh. 1899, p. 767, 


eber das 
Di irms, 


saurcoma stomach, mesen- 
tery and kidneys 
surcomatous 

. Mesentery involv-'Surgical section N. Y. Acad, of Med.,, 
ed, ay, 1900, Med. Rec 


primare Sareome des 


Sarcoma . 


Sarcoma Oral communnieation to writer 


tumor stenosis 
xploratory oper- 
ation: m. glands 
removed, 


Small round-cell E 
lymphosarcoma. 


We are learning that many of the cases of so-called 
collapse and death from shock are after all cases of 
sepsis. Sepsis following an operation is a question of 
technic and should not stand in the way of a good result 
here. The children in my table bore this operation well ; 
only one of the five succumbed to the procedure. The 
way my patient went through it was a constant revela- 
tion to all who knew the circumstances. 

In the present state of our knowledge of sarcoma it 
almost goes without saying that the only treatment for 
the intestinal form is resection. W hen an exploratory 
opening is made and a well-advanced sarcoma is found, 
exsection at great hazard is justifiable. not only on 
account of the absolutely bad diagnosis of the disease 
itself, but also because of the dangers of sepsis in the 
presence of tissues of such low vitality and of the dis- 
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semination of sarcoma foci by the exploration. ‘The 
two reported cases of this kind terminated fatally in a 
very few days. In this connection we have a right to 
assume that in extirpating a sarcoma we remove a toxin 
center as truly as when we open an abscess. 

NIBLIOGRAPHY., 

1. Warren and Gould: International Text-Book of Surgery, 
1900, ii, p. 380. - sail 

2 American Text-Book of Surgery, 3rd Ed., 1897, p. 756. 

3. Senn: Pathology and Surgical Treatment of Tumors, 1900. 

4. Senn: Intestinal Obstruction, 1888. : 

>. Smoler, F.: Zur Kenntnis der Primiiren Darm Sarcome ; 
rager Med. Woch., Nos. 13-14, 1898. 

6G. Moore, N.: Cases of New Growth in the Alimentary Canal; 
Lancet, London, 1885, i, 540. 


7. Weir, Robert F.: Exsections for Malignant Growth; N. Y. 


Med. Jour., Feb. 13, 1886, p. 196. 

8. Baltzer, M.: Ueber Primiire Diinndarm Sarcoma ; Arch. f. 
Klin. Chir., 1892, Bd. xliv, p. 717. f 

9. Tschermakowski : Primiires Sarkom des Diinndarms; Cen- 
tralblatt f. Chir., 26, 18099. 

10. Kukula: Ueber ausgedehnte Darmresectione; Arch. f. WNlin. 
Chir.. 6, Ix, 1899-1900, p. YL2. 


REST TREATMENT FOR HYSTERICAL 
DISEASE.* 
JOHN K. MEPCHELL, M.D. 
PHILADELPHIA. 


Indications and Technique——Hysteria is a term 
which 1 once regarded as a vague excuse for a diagnosis, 
but for the last six or seven years it has been, | think, 
somewhat displaced from this proud position of general 
scapegoat by the word neurasthenia. What are the 
symptoms which indicate that a hysterical case is one 
for the rest-treatment? When we find a case in which 
there is great nervous instability combined with physical 
weakness, and usually with absence of distinct organic 
disease, especially if there are present some or all of the 
moral defects which so commonly accompany  pro- 
nounced hysterical disease, then we have a symptom- 
complex calling for treatment by rest and isolation. 

1 need not dwell on the other hysterical stigmata; 
the list is a long and varying one, although the more 
essential points are well known and fairly common: 
backache, headache, insomnia, constant fatigue. are 
signs not peculiar to hysteria, but when we add to these 
a lender spine, tender ovaries, vague wandering pains 
with no discoverable substantial reason for their exis- 
tence, intense interest in the varying symptoms pre- 
sented, disturbances of sensibility, perhaps paralysis or 
contractures. above all if the symptoms are too numer- 
ous or too variable we may without hesitation call the 
case a hysterical one. 

Certain forms of acute disease, especially uterine or 
periuterine, are almost the only contraindications to 
the treatment of such cases by rest, if we set aside the 
cases with distinct organic disease of the lungs or kid- 
neys. 

I may repeat what has so often been insisted on: 
The worse the case the more satisfactory is the treat- 
ment, as a rule. An emaciated, half-blind, anemic girl, 
who eats nothing and keeps herself shut in a dark room, 
where to a sympathetic selection of relatives she plays 
her hysterical comedy, sometimes to a tragic conclusion. 
is the kind which gives the best promise of a highly 
successful result. 

Taking such a typical ease, when, where and how 
shall it be treated? As to the time to begin treatment, 
the sooner the better is a good rule, and the only thing 
 * Presented to the Section on Nervous and Mental Diseases, at 
the Fifty-first Annual Meeting of the American Medical Association, 
held at Atlantic City, N. J.. June 5-8, 1900. 
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which would fix any special time is that immediately 
after the menstrual period is usually the most suitable 
moment for commencement. My own experience is in 
favor of treatment in a private house rather than in an 
institution. A private room in a good hospital, if the 
patient can have a personal nurse, will serve. As a rule 
such cases do not do as well if they depend on the hos- 
pital staff for nursing. One takes too many chances in 
the daily or hourly change of nurses and the unoceupied 
time for brooding is too great. In a hospital ward the 
matter of isolation is especially difficult to manage, and 
| do not like sanitaria or such institutions, chiefly for 
ihe reason that they add a new difficulty to the manage- 
ment of convalescents unless isolation can be thoroughly 
maintained to the end of the treatment. The herding 
together of partially recovered patients in large rooms 
and meeting-places usually results in the swapping of 
symptoms, in comparison of the virtues or vices of the 
respective nurses, and in consequent general dissatisfac- 
tion. A proper room in a proper place having been 
secured, it may be added that light, sunshine and ven- 
tilation are naturally of high importance. 


Nurse.—My rule is never to use the nurse who comes 
with the patient from home. When in exceptional in- 
stances I find it necessary, or yield to the importunities 
of the patient or relations to do so, sooner or later | 
find cause to regret it. The same rule applies to rela- 
tives, and generally against nurses with whom. the 
patient has a previous acquaintance. Enthusiasm con- 
trolled by educated intelligence is the first requisite. 
As a rule this is found in its best forms in young 
nurses. This matter of the choice of a nurse can not be 
too much insisted on; scarcely any other single element 
is so vital. I prefer to have a nurse who is agreeable to 
the patient, but this is not always necessary, and if the 
patient finds that she can get a change of nurses because 
she says she does not like the nurse, she will sometimes 
go on changing indefinitely in the hope that she may 
discover one more amenable to her ways of thinking. 
Still I never hesitate to change the nurse if the patient 
has a reasonable objection to offer, since even the best 
nurses do not suit every patient. 

Among the strictest orders which I give the nurse 
are that neither the symptoms she may observe. the dif- 
ficulties of management she encounters nor questions of 
treatment are ever to be talked over with or before the 
patient. She reports to the physician when he enters 
the room, waits a few minutes to see if he has any ques- 
tions to ask, submits her daily notes, and without 
further words retires outside to wait for orders. This 
gives the patient freedom to speak about her nurse 
should she wish to do so, and to express, as she should 
freely do, her own views about herself. If the patient 
does not do well and no clear reason can be given for it. 
if the digestion is good, and yet somehow the case seems 
to be at a standstill, then it is best to try a new nurse. 
It is well to keep a judicial attitude of mind and cer- 
tainly never permit oneself to fancy that all the difficul- 
iies which may arise are the patient’s fault. Sometimes 
patient and nurse do not get on from some trifling de- 
fect of manner or method in the nurse which, if not 
susceptible to correction, is best met by replacing her 
with another nurse. The matter may be summed up 
by saying that all the qualities which a good nurse 
should have are required in their highest degree in a 
nurse for hysterical patients, and, in addition to these. 
the nurse must have certain personal accomplishments, 
such as being able to read aloud, which are not a neces- 
sary part of the ordinary nurse’s education. 
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/solation.—Isolation | regard as the most important 
feature of the treatment. Once in a while, though less 
often than formerly, | consent to treat patients in their 
own homes. Even in the largest and best managed 
households this is usually only a way of greatly increas- 
ing the physician’s annoyances and responsibilities and 
delaying the progress of the cure. Isolation can seldom 
be complete when the patient knows that only a door 
or a partition separates her from the members of her 
family. Difficulties, too, are not always from the pa- 
tient’s side. In fact one experiences less ditliculty with 
the patient than with her friends and relations. Then, 
too, the mere fact of being in an entirely new place 
contributes to that change of moral atmosphere which it 
is so desirable to bring about, and if the change of place 
and surroundings is a little less comfortable for the 
patient, that, properly viewed, is only an added incen- 
tive to rapid recovery. ‘The more distinctly hysterical 
the disease is, the more strict the isolation must be. 
No letters are sent or received, no visitors are seen, and 
but three or four persons enter the room, the nurse, the 
physician, the masseuse and the servant. As I have said 
elsewhere, there is another reason why this seclusion is 
useful: it enables one to gauge the amount of the 
emotional element in the case, to see how far emotional 
disturbances are due to the patient’s own disposition 
and how far they are caused or increased by her sur- 
roundings. When these cases are treated in a hospital! 
room, it is well to direct that the resident physician 
should pay but one visit a day in order, as far as possi- 
ble. to limit the audience before which the comedy is 
performed. 

As to the period during which isolation must last, 
this is a matter to be judged by the attainment of the 
desired results, not by the calendar. In ordinary cases 
of moderate degree six or eight weeks of absolute isola- 
tion is generally long enough and at the end of the time 
one may admit a single visitor, to observe the effect upon 
the patient, afterward gradually allowing the return 
to more ordinary methods of life. In the more serious 
cases, especially those of simulated disease or with grave 
hysterical symptoms, many months of isolation may be 
necessary and a life of careful and methodical regulation 
must be continued long after almost all symptoms have 
disappeared if the inveterate hysteric is not to relapse. 
Toward the end a limited number of letters are per- 
mitted and, by way of reward for good conduct, the 
patient may write briefly once or twice a week to some 
one member of her family. If so long a period of sep- 
aration from home, friends, and domestic surroundings 
sounds like a severe measure. it should be remembered 
that what has to be accomplished is the breaking up 
radically of the habits.of long invalidism. 

Rest.—Rest, like isolation, is often badly borne dur- 
ing the early days of treatment, but the complaints 
which it causes, if met with patience and reasonable firm- 
ness, usually disappear within a week and the patient set- 
tles down, not merely with resignation, but often with 
satisfaction, to a life which may be described as one of 
almost complete physical immobility. At first in serious 
cases it is often well to have the patient fed by the nurse ; 
in this way food will usually be taken in much larger 
quantities than if the patient serves herself. Ordinarily 
one hardly carries the prescription to this extremity, 
the patient feeding herself. but not sitting up further, 
except for emptying the bowels, etc. Thus, the use of 
the voluntary muscles is kept at the lowest possible 
point; the isolation, the absence of letters or any other 
cause of excitement keeps the mind inactive; the phys- 


REST IN HYSTERIA. 621 


i¢al stillness lessens the excitability of the cireulation 
which is usually present, and one result soon seen is an 
improvement in the ability to sleep. 

Diet.—If indigestion, loss of appetite, or obvious gas- 
tro-intestinal feebleness is present, then milk diet makes 
a good starting-point. Here one often runs against 
an obstacle. Many patients will say that they ean not 
take milk, and if iis given in ordinary quantities and in 
the ordinary way, they are very likely unable to digest it. 
Still it is rare to find that with care and a little inge- 
nuity, milk can not be used. What is true of milk 
when used with other food is not true of milk when it 
is the exclusive diet. It is often necessary to begin with 
very small amounts. An ounce or two ounces every two 
or three hours, increased little by little while the other 
food is decreased, will generally be well borne. In a 
few days, with the increase of the milk, solid food may 
be withdrawn. Skimmed milk can nearly always be 
taken by patients who have indigestion from whole milk, 
and skimmed milk contains the most essential food 
values, only the fat having been removed by the process 
of skimming. When milk diet is not necessary the 
patient is ordered to begin with the usual three meals. 
No stress is laid on the taking of food in large quan- 
tities during the first few days; dependence is placed 
on the improvement of appetite, which comes with the 
quiet and the stimulation of desire for food by massage, 
as well as the increased ability to take it, which results 
from this form of exercise. If long continuance of milk 
diet is not considered necessary. after four or five days 
of milk alone, a chop or a piece of steak is given at mid- 
day, in addition to the milk. The next day, bread and 
butter or an egg is added at the second meal, and the 
increase is kept up by similar advances until the patient 
takes three full meals and from 50 to 60 ounces of milk 
a day. Where milk is badly borne, some other form of 
light and digestible food may be substituted, or broths, 
meat-jellies, etc., used to vary the diet. 

Massage.—The profession is a little better informed 
about massage than formerly. Still something remains 
for most practitioners to learn as -to the best methods 
and the ways of using it. It is preferable, as a rule, to 
have some other person than a nurse to do the rubbing, 
as in serious cases the nurse will have quite enough 
work, and the hour of massage followed by an hour of 
rest serves well for a period of escape for the nurse. 
Massage may be prescribed after the patient has had 
one or two days’ rest in bed, beginning with light 
treatment not lasting over fifteen or twenty minutes 
and increasing in two or three days to thorough deep 
massage of the whole surface of the body and limbs, a 
process which should last for at least an hour daily in 
persons of ordinary size. In thin or small patients less 
time may serve; in the obese a longer duration of the 
rubbing will be necessary. A second rubbing by the 
nurse, not quite so thorough, with special attention to 
the abdomen and the spine may be given at night, some 
patients finding this a great help to quiet sleep. As to 
how the physician, who is ignorant of the methods of 
massage, is to know whether his patient is being prop- 
erly rubbed, this practical hint may not be out of place. 
If after a week of massage, the patient does not take 
with ease the amount of food prescribed and thoroughly 
digest it, the massage is insufficient in quantity or bad 
in quality, and a change either in the plan of rubbing 
or in the person administering it is called for. Also, 
while a steady increase in weight may be expected after 
the first week, if the patient’s weight increases too fast. 
the massage is either not producing sufficient tissue 
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w:ste, or the character of the food needs examination. 
lt may be added as another practical point that the use 
of oil or other form of lubricant lessens very much the 
value of massage, as proper deep kneading can not be 
done when the surface is greasy and the lessening of 
the friction between the hand of the operator and the 
skin does away with one of the useful elements of the 
treatment. Lazy operators will, however, tell you they 
can not rub without oil. In that case, get another who 
is less afraid of work. 

Electricity —Of the original measures proposed for 
the combination which makes a complete rest treatment, 
electricity is perhaps the one which may with least dis- 
advantage be omitted. Nevertheless I seldom omit it 
when the patient is on full treatment, if for no other 
reason than because it fills an hour or so of the day 
which might otherwise be unoccupied. ‘There are only 
two forms which are commonly prescribed. The slowly 
interrupted faradic current is applied to the motor 
points all over the body, thus moving in turn every 
accessible muscle. The muscles should be contracted 
three or four times each and an appreciable amount of 
exercise as well as a very decided tonic influence is 
thus to be had. This will require in an ordinary-sized 
person half an hour, at most, if the operator knows the 
moior points. If the spine is tender the treatment is 
finished by passing a rapidly interrupted current from 
the nape of the neck to the soles of the feet, using a 
iarge electrode at the nape of the neck and another 
smaller one placed a few minutes on each foot. If 
constipation is troublesome, special applications may be 
made to the abdomen, using a rapidly interrupted cur- 
rent passed deeply from side to side and from the back 
to the anterior abdominal wall. Many patients are 
much afraid of the use of electricity from having been 
hurt by ignorant or careless methods. There is no 
reason why it should be painful if rightly used. and 
many nurses are well instructed in its ordinary appli- 
cations. If the patient expresses alarm, and especially if 
she is of an apprehensive kind, it is best to begin the first 
day or two by making a dummy application, the battery 
working so that the patient can hear the sound, but 
the electrodes being used without connecting the wires 
to the battery. If this causes excitement or the patient 
complains of strange symptoms, continue the use in 
this fashion for two or three days, assuring the patient 
that she will not be hurt. If she still continues to fuss 
about it, after two or three days I tell them simply and 
plainly that they have fussed over the application of 
two damp sponges. 

Special Difficulties —In the course of treatment cer- 
tain difficulties always arise. A bilious attack may be 
the not unnatural or unexpected accompaniment of 
the full feeding. Starvation in some degree, a laxative. 
or a return for a few days to a milk or skimmed milk 
diet, is sufficient treatment. Constipation, especially 
at the beginning of the course, may be annoying, but 
should not continue to be so if the massage is properly 
performed. Still in occasional cases, in spite of the 
most careful manipulation and electrical application, 
this may make trouble. Usually the ordinary aloin 
and strychnia pill at night and morning will suffice to 
overcome. For very old inveterate cases, some more 
radical means must be used. Hot-oil injections, special 
manipulations of the abdomen. electrical applications 
per rectum are some of the means. 

Insomnia is another frequent difficulty of the first 
nights of treatment and occasionally persists through- 
out the course. The use of drugs should be avoided as 
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far as possible, as nothing can be steadily given without 
some ill effects on the circulation or blood-making func- 
tions or digestion. The drip-sheet, the wet pack, and 
the abdomina! compress are among the hydrotherapeutic 
measures which may assist in overcoming sleeplessness. 
Massage at night as well as in the day time, applied 
somewhat less severely, will help many patients. The 
application of electricity to the spine as described is 
found sedative by others. 

As to the question of moral contro] and the teaching 
of the patient to overcome for herself the habits, modes 
of thought, and ways of life which digged the pit for 
her to fall into, I despair of even suggesting them in 
the time at my disposal, but it can not be too strongly 
insisted on that anyone who attempts the cure of hys- 
terical patients without the largest comprehension of 
the moral aspects of the treatment, without intense 
human sympathy and the power which imagination 
gives to put himself in the place of the sufferer, may 
perhaps be able to cure the bodily conditions, but will 
cure them only to send his patient out to relapse at 
the first opportunity. The treatment should include, 
as a recent patient described it to me, schooling in 
wisdom as well as in better physical methods of life. 


1 am told that one difficulty experienced by physicians 
in the effort to apply the rest treatment is in getting 
patients out of bed, and at a meeting of the Assoctra- 
TION this criticism was made a year or two ago, but, 
like the moral control, it is a matter which can scarcely 
be described exactly to any one else. I can only recall 
once in a good many years having had this trouble, and 
then it was with a hypochondriacal patient who expressed 
her preference for being pushed in a wheeled chair to 
walking. However, walk she did and was still walking 
when last heard from. Great care is needed in getting 
patients out of bed. A person whose circulation is 
regulated to the requirements of recumbency by six 
weeks of supine position can not be expected to sud- 
denly begin sitting up without feeling faint, weak and 
fatigued in a very short time. My own rule is that 
the patient sits up in bed for ten minutes two or three 
times a day to begin with, that when this has been con- 
tinued for two or three days the time is increased to 
fifteen minutes and then she is allowed to get out of 
bed, of course without dressing. and sit in a comfortable 
chair, carefully protected from cold, for twenty min- 
utes twice a day with a distinct order to go back to bed 
before the expiration of that time if she feels fatigue. 
For a week before getting up, the masseuse is directed, 
after finishing her manipulations, to give passive move- 
ments of each extremity every day; after three or four 
applications the patient does the movements actively. 
In another day or two the nurse begins to steadily in- 
crease by five minutes every period of sitting-up. It 
will thus require about a week before she is up for more 
than forty minutes, but when she is up this long without 
inconvenience, I allow a few steps to be taken, not more. 
and at the end of ten days, or thereabouts, from first 
getting out of bed, she goes for a short drive, but is not 
allowed to walk up and down stairs to reach the car- 
riage. If she is not in a place where there is an ele- 
vator she is carried. The same care is exercised about 
every little advance and increase in activity. 

During this time of getting up the Swedish move- 
ments, which were begun before the patient got out of 
her bed, are continued and increased in number and 
variety, special exercises being given for the defective 
parts of the body. 


T believe that the causes of failure with these patients 
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lie more usually in neglect to perceive and allow for 
the moral conditions of the case than misunderstand- 
ings of the physical state. The after-care, the choice 
of the place in which the patient shall spend some weeks 
or months of the convalescent period, during which she 
should be making steady gain in nervous control as well 
as in physical force, must occupy the physician’s atten- 
tion. When it is possible, if the patient can not see 
the physician in person every week or fortnight, the 
nurse should either see him or report regularly to him 
in writing, and 1 make it my endeavor to follow such 
cases for a period of at least six months pretty closely, 
and I would pursue them even longer, but by the end 
of that time they are usually well enough to get tired 
of bothering with reports to the physician and disappear. 


DISCUSSION. 


Dr. WILLIAM G. SpiLLer, Philadelphia—So many cases of 
hysteria are seen in Vienna and Paris that the danger of mis- 
taking organic disease for hysteria is possibly greater there 
than in America. A most interesting case of hysteria, re- 
sembling ascending neuritis, was brought to me by Dr. Rugh 
a year or two ago. ‘The patient was a young girl who had 
run a needle through the end of one finger. She was told by 
her friends of results known to follow such injuries, and her 
arm soon became purple and swollen. The case was treated 
at first as one of neuritis, and some improvement occurred 
under this treatment, but the symptoms returned. I then 
saw her in consultation with Dr. Rugh and found the arm 
very much swollen and painful, and placed on a splint, but 
motion of the fingers at this time was fairly good. During 
the night following my examination the pain suddenly ceased, 
and when I saw her the next day she had no movement and 
no sensation in the arm. I decided that the case was probably 
one of hysteria, and suggested to Dr. Rugh that he should 
remove the splint at once and give her the proper treatment 
based on suggestion. He did so, and after two or three days 
all the symptoms had disappeared. Dr. Rugh has told me 
that she has had one or two similar attacks since, but that they 
were always cured by suggestion. 

It is sometimes very difficult to make a diagnosis between 
hysteria and other functional diseases. Krafft-Ebing recently 
reported a case in which the tremor was very much like that 
of paralysis agitans, but because it commenced simultaneously 
in both upper limbs and had existed for many years without 
rigidity, and because the knee-jerks were not exaggerated, he 
regarded it as probably a case of hysteria. 

Dr. C. K. Mills and I have had under observation a patient 
who undoubtedly had hysteria and signs also of Parkinson’s 
disease. The position of the body was very suggestive of 
paralysis agitans. We think it is impossible to say at present 
whether this case will prove to be one of paralysis agitans or 
not. If it should prove to be a case of this disease 1 think we 
should make a mistake in saying that it was one of hysteria 
that had passed into paralysis agitans. I have now under 
observation a case in which I find it impossible to make a 
diagnosis between hysteria and Huntington’s chorea. 

I have seen a young woman who had fallen from one of the 
galleries during the burning of the Ring Theater in Vienna, 
and for many years following this event the symptoms that 
developed made a diagnosis between hysteria and disseminated 
sclerosis very difficult. 

Dr. Dovctas GRAHAM, Boston—I have been very much 
pleased in hearing such an interesting résumé of “Fat and 
Blood, and How to Make It.” Many years ago I called atten- 
tion to the fact that the indiscriminate use of oil in doing 
massage was an excuse for ignorance, and I am glad to find this 
statement confirmed by what Dr. Mitchell says. 

Dr. Brices—I would like to ask Dr. Mitchell as to the use 
of oil in massage, and on what he bases the conclusion that it 
lessens the value of the massage. I saw one case in consulta- 
tion a few years ago where there were most undoubted hys- 
terical symptoms at the beginning of true meningitis that 
destroyed life in three or four days after I saw the patient. 

Dr. Cooper—While Dr. Mitchell’s paper laid great stress on 
the technic of the treatment of hysteria, he did not lay as 
much as I would like to have heard on that particular phase 
of the technic which has to do with the moral treatment of 
the patients. There seems to be no definite way of getting 
hold of their moral life and placing it upon a purer and better 

lane. 

, Dr. D. J. McCartuy, Philadelphia—As to the differential 
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diagnosis between organic disease and hysteria, while | would 
not go as far as Dr. Lloyd in saying that every case of hysteria 
has an organic basis, still | think you can tind certain cases 
in which there is an organie basis for the disturbance. During 
the past year a case came to Dr. Burr, and later the specimens 
were sent to me—a case which had been diagnosed as hysteria. 
At the autopsy nothing gross was found, but while the 
cerebrum Was as large as the average, the pons itself was dis- 
tinctly smaller. The spinal cord had developed into two 
distinet spinal cords, and finally joined. Evidently there was 
a defective development of the central nervous system, with 
lessened resisting and recuperative powers. 

Dr. A. E. Sterne, Indianapolis, Ind.—There are certain con- 
ditions of an organic character that offer a greater opportunity 
for confusion than do tumors of the brain. It seems to me that 
among these syphilis ought to take a more prominent roéle 
than has been given. The mutability of symptoms in hysteria 
is seconded very closely by the mutability of symptoms in 
syphilis. This is also true in regard to the change of the 
color fields. Another point that ought not to be lost sight of 
is that hysteria in males is a very different thing from 
hysteria in females, so far as its manifestations are concerned. 
‘The symptoms are very much more stable in males than in 
temales, so far as my own experience goes. 

In a case at the hospital, not long since, one which I was 
preserving for a specially good clinic, a large negro, six feet 
two or three inches tall, who had been a cement worker, carry- 
ing hods and barrels, had suddenly lost the use of the entire 
arm and leg on one side. We had the characteristic hypothenar 
symptom of syringomyelia, and he had some of the other 
characteristics, so that I left the diagnosis open. A few days 
later, in the clinic room, on examination I found that not a 
single symptom of that which had been present was there, and 
I was holding a clinic on a perfectly well man. I have since 
been in doubt whether I had a case of hematomyelia or hys- 
teria. I believe it was a case of hemorrhage in the spinal cord 
and not hysteria. Most of these patients are constipated be- 
fore they take the rest cure. A very large percentage of the 
hysteria is due to the long-standing constipation. It is not 
the diet particularly which causes the constipation. I never 
give milk with anything solid; I believe that milk is not to 
be digested, but simply to be absorbed. 

Dr. G. W. Drake, Hollins, Va.—All hysteria has an organic 
basis. If pcople imagine they are sick, they are; there is an 
abnormal condition in some part of the nervous system. In 
listening carefully to the discussion of treatment it was evi- 
dent to me that, while some of the gentlemen have tried very 
hard to make the differential diagnosis between organic dis- 
eases and hysteria, yet their treatment of hysteria is along the 
line of the treatment of organic disease. They are careful about 
the diet, and they give massage, and all their treatment is ma- 
terial. Because a lesion can not be seen with the microscope is 
no proof that it does not exist. Every ache or pain has a ma- 
terial pathology, and every abnormal action or disordered fune- 
tion is the consequence of a material disorder. 

Dr. D. I. Wotrstern—I would be very much obliged if Dr. 
Mills or Dr. Mitchell, in closing, would try to draw the line a 
little more closely as to those cases which are not proper cases 
for the rest cure. 

Dr. Cuartes H. Hugues, St. Louis, Mo.—I should couple 
with the rest the diversion cure and the change of environment 
cure. There are patients to whom in my experience the rest 
cure has proved the most restless kind of cure. So while I re- 
gard the rest cure for a certain class of overstrained society 
people, the class who largely came under the elder Mitchell’s 
hands, and with whom he had the best results, as an excellent 
thing, there are patients to whom it is not applicable. 

Dr. CHARLES K. Mitts, Philadelphia—One matter to which 
attention was called is very important, viz., the diagnosis of 
hysteria from syphilis of the nervous system. Because the tracts 
of the nervous system are not found properly developed in a cer- 
tain case, or a certain portion of the nervous system is rela- 
tively undeveloped in another case, apparently normal during 
life, except for the presence of hysterical symptoms, it is not 
just to argue that in such findings we have the anatomical basis 
of hysteria. The truth is that hysteria occurs in individuals 
of almost all types of organization, normal and aberrant. 
Every neurologist has seen hysteria in high-grade imbeciles, or 
has seen hysterical episodes in paranoiacs, and has seen the 
true hysterical stigmata in different varieties of insanity. On 
the other hand, he has seen under the influence of toxic 
causes, or mental strain, or profound physical exhaustion, or 
whatever cause, internal or external, a true hysteria develop in 
individuals not suffering from any form of insanity or arrested 
development. 
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Dr. Joun K. Philadelphia—-Several questions 
have been asked about the uses of massage. As to why oil 
should not be uscd, any one who has practical experience in 
manipulations with or without oil, or has attempted at all to 
do them himself, knows that deep kneading, which is the most 
important procedure of massage, altogether the most import- 
ant, can not be properly done with the skin oiled; further, that 
any diminution of the small amount of friction which takes 
place between the skin and the hands of the operator is unde- 
sirable, because that friction is part of the treatment and 
should not be lesscned in that way. This is quite apart from 
the unpleasantness of being greased all over, and the encour- 
agement of the growth of hi air, which vou will find in women, is 
a great objecton to the use of ‘oil. 

Dr. Cooper asks why [| did not preach a sermon for which 
i have not had the text supplied. If he will supply the text 
in the person of a patient for whom he wishes to know the 
proper moral treatment, 1 shall be glad to try to answer him. 
The moral, unlike the veneral physical treatment, is different 
in each case, and must meet the exigencies of each particular 
problem. 

Dr. Herman suggests that eflleurage massage might be used. 
I distinctly said not eilleurage. Deep kneading is the kind of 
massage we miake most use of. Effleurage is extremely irritat- 
ing to most nervous patients 

As to contraindications, these are not very numerous. Cer- 
tain forms of acute discase seem to me to stand in the way, and, 
of course, the dispositions of certain patients render them un- 
suitable subjeets for this form of treatment. We began by ex- 
cluding such cases; we began by saying in what way the cases 
suitable for the rest treatment should be selected. 

Finally, Dr. Hughes, who had not heard what [ said, criti 
cized what he theught I had said and what he thought I bad 
omitted. 1 am quite sure that no sane person has ever proposed 
the rest tieatment as an exclusive system or a universal 
panacea, or said that it is desirable for all cases; and Dr. Weir 
Mitchell has repeatedly said that he never thinks of using it 
until every other possible means of treatment has been ex- 
hausted. As to its being a method suited only for women 
suffering from too much fashionable society, I think I treat 
almost as many washerwomen and quite as many school teach: 
ers as those from any other class of life. If these pcrsons are 
overstrained from social diversions I am afraid the poor souls 
will not be allowed much amusement. 1 can only insist and re- 
peat, finally, that it was not proposed as a universal panacea, 
but only as a last resort. because of the immense time which it 
takes, and the great expense which it entails. 
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Subnormal color-perception frequently presents a 
grotesqueness which always subtly attracts the atten- 
tion of students of medicine and psychology. ‘That 
there is a physical basis for this aberration of the sense 
of sight, is proved, although at times it seems necessary 
to search for the origin of the peculiar condition by 
assuming some metaphysical or vital perversion of en- 
ergy of the human body causing an incodrdination of 
neuronic action from the impinging light rays. Specu- 
lation, however, may be indulged in as to this type. 

The more intimate we become with the knowledge of 
family histories found in such types of diseased func- 
tions, the more apt we shall be in determining the pos- 
sible atavistic tendency to this state; and in knowing 
this possibility, we are as physicians made better able 
to cope with the broad subject of consanguinity of 
marriage or, indeed. of marital union of persons having 
any “weak points” in their moral. mental and physical 
composition. Then, too, the subject of education in 
- * Presented to the Section on Nervous and Mental Diseases, at 
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this broad light is interesting food for thoughtful re- 
search. ‘This optimistic side of evolution can be better 
balanced with degenerative tendencies in the race; and 
by detailed studies, therefore, of regeneration and tend- 
encies to shoot into a higher life, we may hope to bring 
it about in some measure. The preceding thoughts 
emanate from the fact that lowered color-perception 
eccurs much less frequently in women than in men. 
By some it is said that only one woman in 3000, or .03 
per cent., is subject to perversion of the color sense: 
and that one in 25 men, or 4 per cent., is so affected. 
This difference must be largely due to cultivation. It 
is also patent to us that acuteness of color-pereeption 
Varies in persons of the same sex. In a recent “Study 
of the Deaf and Dumb,”! the impression has come 
to the writer's mind that they have a peculiar nieety 
of perception of the sense of color. It is verv likely a 
compensatory epiphenomenon, just as the blind are said 
to be more acute in acoustic and touch perceptions. 

The rather rare condition of an instance of ecolor- 
blindness in a woman, as recorded by Drs. Holmgren, 
Jeifries and others, bears also on the subject of the 
heredity of the disorder, inasmuch as the transmission 
of cae color-defect frequently runs through several gen- 
erations, much as do the organic pigmentary defeets 
of the retina and optic nerve degeneration as shown by 
Leber, Habershorn, Norris, Oliver. and Gould. 

In reference to relational ties in such cases, Wilson 
and Jeffries tersely say that few of the adult color-blind 
whom they have tested did not know of some blood 
relative similarly affected. Consanguinity in ancestral 
marriage has long been known as causative to a marked 
degree. 

Hlorner’s law as to the hereditariness of subnormal 
color-perception bears very notably on all such eases. 
Briefly, he says: “The general law is, therefore, that 
sons of daughters whose father was color-blind are most 
likely to be the same, although not without exeeption ; 
or color-blindness is transmitted in the revertible type 
from grandfather to grandchild.” In support of this, 
Magnus says: “The ‘heretidariness of color-blindness 
has been known as long as the defeet itself. All who 
have seen many coler-blind will have notieed that it was 
in their mother’s family that other cases were found. 
I have frequently been assured that this or that cousin 
on the mother’s side was also color-blind; and. now and 
then, that a more distant relative of the mother had 
also color-blind sons. In view of Horner’s law, this is 
readily explainable; and this peculiar law is all the 
more mteresting since we find that it is the same in 
reference to the heredity of other physiological abnor- 
mities or defects.” 

As a more or less imperfect contribution to the sub- 
ject, the record of the following case is herewith given, 
J. W. T. reported at my office on Feb. 15, 1898, suf- 
fering from hypochondriasis and recurrent melancholy. 
The man was very intelligent, and it was evident his 
social position, living among a set of uneducated rela- 
tives, “much annoyed” him. He had well-marked arterio- 
sclerosis. The urine contained pus from the bladder 
cells and was alkaline in reaction—this the result of 
chronic cystitis following hypertrophy of the prostate 
gland. There was slight accentuation of the aortic 
second sound, but there were no evidences of other or- 
ganic disease elsewhere in the body. There is no need of 
detailing mental phenomena other than stated. 

This man could not distinguish red from green. The 
eyegrounds and the interior of the eve appeared normal. 
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There were no reversals per contractions of the visual 
fields nor optical defects. He had discovered the ab- 
normal color-perception years ago while a seaman, when 
he frequently placed red and green lights in false posi- 
tions, thus causing him to lose his situation. 

Of his children, one had chorea; one daughter was 
very nervous; one suffered from lateral curvature, and 
a girl aged 15 years also, on repeated testings, had been 
proven to have a lowered degree of appreciation of red 
and green. She was well otherwise. There were no 
other discoverable cases of subnormal color-perception 
in the family. 

The patient’s mental fabric was always queer. A year 

after 1 saw him he became insane—delusional—and was 
committed to an asylum for the insane, in which he 
died some eight months Jater. Dr. D. D. Richardson, 
in the State Hospital for the Insane at Norristown, was 
kind enough to send me the notes of the autopsy. in 
which it is stated that there was an absence of organic 
disease of the brain. 
This case is most interesting because, in the words 
of Oliver,' “this fault of optic-nerve structure, which 
does not show itself for several vears after the birth of 
the individual, indicates to the writer’s mind at least 
that there is an inheritance of a physical material which 
ts not only shorter lived than that which is found in the 
same organ in other organisms, but that it has a briefer 
existence than the other organs in the same general 
organism, a fault which shows that an imperfect ma- 
terial has been born, and dies prematurely because it is 
subjected to an amount of wear and tear that would not 
seriously disturb or injure a properly formed sub- 
stance. Further, it serves as a living evidence that a 
substance has been improperly made, most probably on 
account of physical imperfection and repetition of faulty 
cell combination of similar kind extending through sev- 
eral generations: an evidence, which in measure. says 
that primarily acquired pathologieal characteristics of 
structural form may be transmitted through forthcom- 
ing generations, as imperfect formation of similar struc- 
ture in due proportion to both the want of hygiene and 
care given to the afflicted subjects. and the reassociation 
of similarly degraded developmental cells; an evidence 
which gives answer in part to the transmission of ordin- 
ary structural characteristics, which, if acted upon in 
the same way as those which are not made, as it were, in 
the same peculiar manner, will produce far different and 
even what may be determined idioeratic results.” 

Singular as it is, the idealistic genius may yet be sub- 
ject to subnormal color-perception, as in the case of our 
poet Whittier. In these instances we are baffled by 
inan’s limitations of knowledge to an annoving degree. 

1407 Locust St. 

DISCUSSION. 

Dr. G. W. Drake, Hollins, Va.—The paper is valuable to me 
in the fact of its arguing a physical material basis for the 
trouble. Heredity and environment make the man. Heredity 
has reference to the material constitution. We transmit to 
posterity our material peculiarities and so we transmit these 
mistakes or errors of function—abnormalities of form and 
structure. Color-blindness is the result of an abnormal con- 
dition of the color or visual center, which may be transmitted 
from father to son, and you will find it often traceable to 
heredity. ‘Lhe paper is valuable in that respect, and I note 
and call attention to the fact that there is a growing tendency 
—and you will notice it in every meeting of the Assoc1ATION— 
to materialize these troubles, and, as I remarked yesterday, 
some of our diseases that are misnamed will be corrected. 1 
think the paper is a very valuable contribution to the Section. 

Dr. Ropert H. Porrer, Chicago—In reading and discussing 
papers before this Section the word “abnormal” is often used 
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when “morbid heredity or morbid nerve manifestations” would 
more accurately express the idea of the reader or speaker. 
When disease makes suflicient impression on the organism to 
be transmitted from one generation to another, to simply say 
that it is an abnormal manifestation, the term is hardly ae- 
curate enough to convey the proper idea or meaning. It re- 
quires a strong impression to make the individual deviate from 
the normal and in medicine at least the effects should be called 
morbid, instead of abnormal. ‘The paper read was of great 
interest to me on account of showing the relation that color- 
blindness has to other tendencies to degeneration. Most 
morbid nerve manifestations are associated with deterioration 
in some part of the nervous system. And, in the study of these 
problems | think that as the pathologist increases his inves- 
tigations and the powers of the microscope are extended, the 
tendency will be to tind structural change in the nerve cells. 
Perverted nutrition and disordered cireulation of the blood 
are associated with most chronic nerve maladies, and sooner 
or later these are likely to produce structural changes in the 
cells or fibers of the nervous system. 

Dr. Pearce, wish to express iny wonder 
that all this mysterious class of hereditary disorders being 
transmitted through the unatfected mother as a rule, and gen- 
erally to a son, as for example, in hemophilia. Pathologists 
tell us that a pigmentary degenerative disease of the retina 
is transmitted in the same fashion, i. e., through the mother, 
and presenting signs only in the male sex. While the point 
mentioned in the paper—early youth being the time for the 
manifestation (not that | believe subnormal color perception 
exists in earliest ¢.. dhood in the majority of instances and 
the patient simply did not know that he was color-blind)—is 
unexplained, it may be that after a beginning steady use of 
the eyes, the faulty structure existing, a chemical change in 
the cell takes place, which may not even be seen in our methods 
of carcful microscopic examination. Then, when the sight is 
taxed, the cell-function is overwrought, and finally degenera- 
tion takes place, bringing about the abnormal or morbid fune 
tion at this particular epoch of life. 


THE SIMPLEST EXPLANATION OF THE 
FUNCTIONS OF THE NERVOUS 
SYSTEM.* 

DRAKE. M.D. 

Resident Physician and Professor of Physiology, Llollins Institute: 
Emeritus Professor of Physiology, Chattanooga Medical Col- 
lege: Eex-lresident, ‘Tennessee State Medical Society, Ete. 
HOLLINS, VA. 

This paper is designed to be simply a suggestive pre- 
sentation of the subject, not an exhaustive exposition. It 
is a brief rehearsal of the method employed by me in 
teaching physiology at the Chattanooga Medical College. 

The key to the simplest explanation of the functions 
of the nervous system is, in my opinion, to base all nerv- 
ous phenomena on the hypothesis of the existence of a 
specific energy peculiar to nervous tissue. It also very 
much simplifies the explanation to give to this energy a 
distinctive name and assign it a place with the natural 
energies, Conferring on it the dignity of a name will 
emphasize its importance, and it will be easier and more 
interesting to study its action and formulate its laws. 

The rapid development of the laws of eleetricity, and 
its many practical uses are, doubtless in a great measure, 
due to the differentiation and naming of this energy so 
soon after its discovery. It was better that Réntgen’s 
discovery was named X-rays than to have had no name. 

It would not be inappropriate to call the specifie en- 
ergy, peculiar to the nervous system, “neuricity,” from 
the Greek neuron, as electricity was named from elec- 
fron, and for no better reason. The brain contains 
storage batteries of neuric energy for the supply of mo- 
tive power to all the muscles and other organs and 
tissues of the body. Every voluntary muscle has its 
little storage batterv in the motor area of he brain, 
from which energy is discharged by the action of the 
~ * Presented to the Section on } Nervous and Mental Diseases, at 
the Fifty-first Annual Meeting of the American Medical Association, 
held at Atlantic City, N. J., June 5-8, 1900. 


will. When it is desired to move the arm, the will dis- 
charges the storage batteries for the muscles needed, and 
neuric energy flashes along certain fibers of the corona 
radiata, the posterior limb of the internal capsule. the 
crusta of the crus, the pyramids of the bulb, the antero- 
lateral columns of the cord, out of the cord by the 
anterior root of a spinal nerve, and along that nerve and 
its branches into the muscles, causing them to contract. 
In an analogous way may be explained the motion of 
other parts of the body controlled by the action of vol- 
untary muscles. By this method the anatomy of the 
brain, cord and spinal nerves is made a more interesting 
study, and the practical necessity of a knowledge of it 
is demonstrated. 

In the medulla oblongata are located the little storage 
batteries for the supply of neurie energy to the involun- 
tary muscles and to the glandular organs of secretion 
and excretion—to the liver, the lungs, the kidneys, the 
heart and blood-vessels, the salivary and peptic glands. 
etc. The spinal and ganglionic nerve-centers are sub- 
ordinate storage batteries dependent on the dominating 
batteries in the brain, from which they are constantly 
re-energized. Sever their connection with the brain and 
the action of the organs which they supply soon ceases. 
The heart will beat when removed from the body, but 
only for a short time, on account of the impossibility of 
re-energizing its ganglia. 

SENSATIONS. 

Passing hastily over this part of the subject, we come 
next to the sensations. ‘The simplest and most satis- 
factory explanation of the special senses is as follows: 
The brain, in the dark camera of the cranium, contains 
sensitive protoplasmic plates adapted to the formation 
of images by the action of neuric energy, and the pictures 
thus formed should be called neurographs. Sensations 
are the perceptions of neurographs by consciousness. 
The sensation depends on the neurograph, and the latter 
on the character of the cerebral plate on which it is 
formed and that of the peripheral endings of the nerves 
with which it is connected. 

The Sense of Hearing.—Sound waves striking on 
the membrana tympani communicate vibrations to the 
internal ear, causing the liberation of neuric energy 
at the peripheral endings of the auditory nerve, and 
this is conducted to the auditory center of the brain, 
and there makes a neurograph of sound. 

The Sense of Seeing.—Light from an object, falling 
on the retina, liberates neuric energy, which is con- 
ducted by the optic nerve and other fibers to the visual 
center of the brain, and there makes a neurograph of 
light. The beholder can not see an external object, 
nor its image on the retina, but a neurograph on the 
brain corresponding to the retinal image. 

The Sense of Touch.—Mechanical touch communi- 
cating pressure to the peripheral endings of sensory 
nerves liberates neuric energy, which is conducted by 
afferent nerve-fibers to the sensory center of the brain, 
and there makes a neurograph of touch, corresponding 
to the character of the impression made on the periph- 
eral nerve endings. 

The Sense of Smell.—Odoriferous particles coming 
in contact with the membrane in the nose liberate 
neuric energy at the peripheral endings of certain 
nerves, and this is conducted to the olfactory center 
of the brain, and there inakes a neurograph of smell. 

The Sense of Taste.-—-Sapid substances in the mouth 
liberate neuric energy at the peripheral endings of 
gustatory nerves, and it is conducted to the gustatory 
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center of the brain, and there makes a neurograph of 
taste. 

The Sense of Pain.—Lacerations, lesions, and hurts 
of any kind liberate neuric energy at the peripheral end- 
ings of certain sensory nerve fibers, it being conducted 
to the pain centers of the brain, and there making a 
neurograph of pain corresponding to the impression on 
the part affected. The sensation of pain is the percep- 
tion of a disordered or abnormal neurograph, and has 
a material pathologic basis, either in the cerebral plate 
or some part of a sensory nerve with which the latter 
is connected. Every ache and pain has a material 
pathologie basis—a molecular disarrangement or dis- 
placement of matter. 

The Sensation of Heat.—Sensations of heat are the 
perceptions of neurographs of heat formed on the brain 
by neuric energy conducted from the peripheral endings 
of sensory nerve-fibers, and liberated by the application 
of heat. 

I do not believe that the heat and pain centers of 
the brain are the same, and I do not believe that either 
is identical with the centers of touch and general 
sensibility. These centers are as different as the sensa- 
tions of which they form the material basis. Form 
determines function. Internal molecular changes are 
not necessarily manifest in a change of the superficial 
form, but they are, nevertheless, the basis of altered 
function. There is a distinction between internal and 
external form. The latter is visible, the former invis- 
ible. After the departure from a mass of matter of 


vital energy the internal form is changed by the action 


of chemical energy. and so the physiologist is prevented 
from determining the character of the living form, 
the microscope revealing only the superficies of the dead 
bodies, and chemistry analyzing the constituent ele- 
ments. 

The relative positions of molecules in cells and atoms 
in molecules are changed after death, and they doubtless 
undergo many changes in life, in response to the action 
of the various natural energies, but all modified and 
dominated by the presence of vital energy. It is inter- 
esting to study the neurons in the brain, and to imagine 
the great diversity of molecular movement produced by 
the action of neuric energy. The brain is a living kodak, 
constantly at work taking sight, sound, smell. taste, 
touch, and also mind pictures. It is covered over with 
neurographs resulting from “impacts” and “impulses” 
on peripheral nerve-endings in the various sense organs, 
and also from impulses of the mind. These neurographs 
are discernible to the consciousness of the individual in 
whose brain they are formed, but can not be demon- 
strated by scalpel or microscope. They are the product 
of the changed relations of molecules in neurons or 
atoms in the molecules or changes in both. 

Consciousness learns the significance of these changes 
by experience, and transmits its knowledge to the mind. 

It is important to make a sharp differentiation be- 
tween brain and mind, and to avoid the use of the terms 
cerebral and mental as interchangeable synonyms. The 
brain is the mind’s organ and medium of manifestation. 
It is the head of the nervous system, and contains 
different centers for the different faculties of the mind, 
and separate centers for the various sense organs, mus- 
cles, and glands of the body, together with pathways 
for neurie energy between the central and peripheral 
nerve-endings. 

The study of the cerebral centers, their intercom- 
munications and their nervous connections with the per- 
ipheral organs and tissues, is essential to a knowledge 
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of the causes of the various insanities and monomanias, 
the defects of the special senses, and the disorders of 
muscles and glands. : 

Not alone because the brain contains the intellectual 
and other psychic centers is it the most important organ 
in the human economy, but also because it contains 
the dominating storage batteries of neuric energy essen- 
tial to the normal condition and functional activity 
of every tissue and organ. Centripetal and centrifugal 
energies control the movements of the planets, gravita- 
tion pulls the apple from the tree and hurls it to the 
ground, electricity runs the telegraph and telephone, 
and neuricity governs the man machine. 

The energies are only known through their action on 
matter, and their names are arbitrary and conventional. 
but none the less essential and convenient than those 
of matter. Much would have been gained by assuming, 
long ago, the cause of nervous phenomena to be one 
of the natural, energies, and giving it a specific and 
permanent name. While I do not insist on giving the 
agent of nervous action the name “neuricity,” I do 
protest in favor of some name, any name, even if it be 
Y or Z, X having been already appropriated. Dispens- 
ing with such ill-defined and obscure terms as “nerve 
force,” “nerve impulse,” ete., which tend to confuse, 
and fail to satisfy the student of physiology, will remove 
much vagueness and greatly facilitate the study of neu- 
rology. I would be glad to see a uniform and system- 
atic study of neuricity inaugurated, with the view of 
unfolding its laws, and demonstrating its correlation 
to the other natural energies. By this line of research 
will be developed the simplest explanation of the fune- 
tions of the nervous system. 

The failure to properly differentiate brain and mind 
has assigned to the domain of metaphysics and psychol- 
ogy work which belonged to the departments of physics 
and physiology. The functions of the brain are often 
confounded with the faculties of the mind, and, as a 
consequence, cerebral are misnamed mental diseases. 


DISCUSSION. 


Dr. D. I. Wotrsrein, Cincinnati—-I think that the reader 
of the paper is to be congratulated for having evolved 
for himself and the students a rather simple set of 
similes which are to make nervous force seem plain 
to them, but I do not think that anything could be 
done to the science by denominating the nervous force 
as neuricity. It is only a multiplicaton of terms to say 
neuricity. It reminds me of the saying of Goethe, that when 
our proper ideas are completely wanting the proper word 
usually occurs to us. I think this is the case here. The gen- 
tleman is naturally attempting to bring back to a material 
basis a great many things that probably never will be explained 
on such a basis, although that is the hope. As I said, I simply 
wish to emphasize the fact that it would be rather undesirable 
if we would want to introduce into the already overburdened 
nomenclature a class of names that would not simplify the sub- 
ject. 

Dr. G. W. Drake, Hollins, Va.—It is very evident that my 
‘friend and critic did not comprehend my paper. I have had 
this theory, as you might call it, in my mind for years and 
years, and this is the first opportunity I have had of putting 
it on record, and I want it on record, because I believe the 
future will show the justice of the claim I make. Scientific 
investigation is coming around every session toward the views 
advocated in my paper. Note the session at St. Paul and every 
one we have had for several years—they all made the material 
basis of nervous phenomena paramount. But I have reference 
to his mistaking my meaning. I said I did not care anything 
about the name; just. let us determine on some specific name, 
so that it could be studied as an entity and not a vague and 
obscure thing. The force or energy I am describing, | will take 
his name for it, if he will take my theory. The mistake he 
made was in believing that 1 confound neurie energy, as he 
said I changed the names several times; [ did not. He may 
say | change the name electricity when | say electric energy. 
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| spoke several times of neuric energy instead of saying neu- 
ricity. 

Just give that peculiar energy which belongs to the nervous 
system a name, or give it no name, but study it as un entity 
and as one of the natura! energies, but | do insist on a name 
of some kind. But it is not vital energy; that is the point, 
showing that he did not comprehend my paper at all. Vital 
energy is in every cell of not only the human being, but in every 
cell of every vegetable in the universe. Every cell has vital 
energy, but nerve-cells alone neuricity, a peculiar energy asso- 
ciated with the nervous system. Force and impulse and all 
such terms are confusing. A peculiar energy belongs to the 
nervous tissue. Whether it is confined to it [can not say. If 
vou will give that a name and study it, it will greatly facilitate 
the explanation of nervous phenomena. 


PSYCHIC THERAPEUTICS.* 
J. C. CULBERTSON, M.D. 
CINCINNATI, OHTO. 

A dictionary definition of this term says, it is “a 
systematic use of personal influence, especially that of 
the physician, in treatment of nervous diseases.” In 
this definition may be found a good and sufficient reason 
for the success of some practitioners of medicine and 
apparently unaccountable failure of others. Nor is 
failure or success attributable to the specific materia 
medica remedies made use of by the physician in attend- 
ance upon the sick. 

The influence of the mind over the body in conditions 
of health as well as of disease is always paramount. 
In a consideration of this influence, it is desirable that 
we remember the prime subdivisions indicated by the 
will, intellect and emotions. Together, these constitute 
and are the faculties of the mind. In health they are 
in a state of equilibrium. In sickness the balance is 
disturbed. The will becomes weakened, as shown by 
an increased pliability and eccentricity. The intellect 
is disturbed, which is manifest in an impairment of 
judgment and ability to reason, while the emotions 
through weakness itself become exaggerated. 

These are the general physical and mental conditions 
which confront the physician in his daily work, and 
the way in which he meets them is of equal significance 
with his prescription. If he inspires confidence by his 
presence, a material factor has entered the lists as a 
remedial agent, but skepticism or doubt of professional 
ability will act as a disadvantageous element in its 
psychic influence upon any patient. Hence, the doctor 
himself becomes a powerful therapeutic agent. When 
strong in his perceptions, firm and positive in opinion, 
confidence is engendered. His will and judgment are 
made to dominate that of the patient and patient’s 
family. 

On the other hand indecision, wavering and apparent 
uncertainty militate against both physician and patient 
to the degree in which it is apparent. There is a 
psychic element present in all conditions of disease ; 
and in some maladies may be said to hold the fort. So 
dominating are they in character that they sometimes 
completely overshadow actual pathologic states. This 
is particularly the case among many who are highly edu- 
eated, refined and cultured. Their education, culture 
and environments develop a supersensitive organism of 
the mental and nervous system that is productive of 
symptoms of hysteria with its long train of sympathetic 
troubles ascribed to so-called functional derangements. 
So strong are these influences, that they not infrequently 
dominate and mask everything else that is manifestly 
present in a given case. 


* Presented to the Section on Materia Medica, Pharmacy and 
Therapeutics, at the Fifty-first Annual Meeting of the American 
Medical Association, held at Atlantic City, N. J., June 5-8, 1900. 
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The first and most important factor in a treatment 
of all such cases is to be found in a systematic use of 
the personal influence of the physician over his patient. 
this will take character and manifest itself in accord- 
ance with the dictates of his own judgment, and his 
plan of treatment will be as variable as the number of 
patients recorded on his visiting list. A discriminating 
use of positive instructions with placebo adjuncts is 
often as imperatively required as a_ so-called heroic 
treatment with drugs. Because of a recognition of this 
potent element in a treatment of diseased conditions, 
many, not a few, but many old practitioners become 
more or less skeptical in their appreciation of the value 
of drugs as curative factors, and their public expressions 
along these lines give a strong support to so-called 
hypnotists, “christian scientists” and faith-cure believers. 

“A legitimate practice of medicine takes cognizance 
of all psychic influences and turns them to account in 
a treatment of disease. The personal influence of a 
physician should always be firm, not vacillating, posi- 
tive and never negative. These attributes tactfully ad- 
ministered are sedative and may be anesthetic and nar- 
cotic. They possess the therapeutic property of being 
able to allay irritability and excitement. To illustrate: 
a visit to a dentist will usually allay the torment of a 
toothache, while the entrance of a physician within the 
lying-in chamber ameliorates if it does not completely 
arrest the throes of labor pains in a parturient woman. 
The personal influence of the physician in these and a 
whole host of actual pathologic as well as functional 
disturbances may become a most potent factor in this 
treatment. 

Phobia or fear and joy are powerful psychic factors 
in Loth cure and causation of disease. Either will in 
a supersensitive individual produce pain or fatigue. 
exaltation or depression, thereby exciting the entire 
svmpathetie nervous, muscular and glandular functions 
of the body. Under their influence the sphincters relax, 
a large amount of light limpid urine is voided, the 
functions of the liver and alimentary canal are dis- 
turbed, being either suppressed or exaggerated. For 
a control of these abnormal states or conditions the per- 
sonal influence and suggestions of the physician are 
singularly powerful and effective. : 

This same personal influence of the physician is 
often most potent as a therapeutic agent when agreeing 
with the expressed or unexpressed wishes and desires 
of the patient. 

Hope, the very anchor of the soul, prolongs life and 
sometimes saves it through the cheerful and positive 
assurance of the atiending physician. The wise man 
who is a successful practitioner, uses his personal influ- 
ence as a stimulant, sedative. anodyne, narcotic, anes- 
thetic and nervine; and does it systematically, as 
though it were as important a therapeutic measure as 
the giving of a tonic, purgative or opiate. It is this 
personal influence that makes some men great and others 
small. 

All that is known of the entire materia medica, as 
well as other resources in the art and science of medi- 
cine, are as wide open to the command of one physician 
as of another, and the differentiation between them is 
founded upon but two accomplishments: ability to diag- 
nose pathological conditions and a systematic use of 
personal influence in the treatment of disease. All 
other therapeutic aids are but valuable adjuncts, not 
one of which is to be for one moment in the slightest 
degree deprecated, for they are cofactors of the greatest 
importance. It is this systematic use of the personal 
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influence of the physician that gives any foundation to 
christian science or faith curists. Eliminate this one 
powerful agent and there is nothing left of a visionary 
vagary. 

‘The influence of environment and suggestion is as 
much a legitimate part of the reputable physician’s 
armamentarium as a medicine chest or an instrument 
case; pnd no part of their value as therapeutic agents 
is conceded as belonging to quacks and charlatans. The 
whole domain of life. with all that is collateral to it 
from horizon to horizon, is in the broad and unlimited 
field of legitimate medicine. The personal influence 
and its systematic use is but a single therapeutic agent, 
and it is so potent and so powerful that its importance 
can not go unrecognized in a successful practice of the 
healing art. 

DISCUSSION. 


Dr. T. B. GREENLEY, Meadow Lawn, Ky., said that he had 
seen a number of hysterical cases in which the symptoms were 
due directly to suggestions by the patient’s friends. He re- 
ferred to one case, that of a young woman who lost her voice. 
He decided that it was all imagination and gave her a placebo, 
but gave her very specifie directions as to its use, and found 
her all right at the next visit. Another thought she was 
paralyzed and had spells like convulsions, which were clearly 
excited by the suggestion of her mother. He left a liniment 
with very particular directions about its use, and the next 
morning she was all right. 

Dr. A, BERNHEIM, Philadelphia, said that suggestion treat- 
ment loses some of its value by show performances. He thinks 
that doctors can do a great deal of good by psychotherapeuties. 
He has seen several cases treated and cured by psychothera- 
peutics. Hypnotic exhibitions are prohibited by law in Ger- 
many, as they may do much harm when in the hands of char- 
latans, and particularly because many patients may resent any 
treatment that has been exhibited on the stage. | Psychothera- 
peutics can be utilized in practice. He cited the case of a 
young man who had to rise ten or twelve times a night to 
urinate. No cause for this could be found. He told him firmly 
that he must not get up, and the patient informed him later 
that he has since only had to get up once at night. He tested 
him by asking him if he ever had carache, and the next time he 
came, he said that he had earache. 

Dr. F. G. Wueatiey, North Abington, Mass., said that the 
paper opens an exceedingly important field of therapeutics 
and one which teachers of therapeutics do not sufficiently rec- 
ognize in the regular course of instruction given in the colleges. 
‘The tests of the ordinary medical examining board do not take 
into account the personality of the individual at all, and yet 
this personality is such an important element in ihe success 
or want of success in life that it seems as if it should be taken 
into consideration in granting licenses to practice medicine. 
The power of some physicians to influence patients has more 
to do with their success than their scientific attainments. A 
man may learn all that can be learned and pass his examina- 
tion with great credit and go into practice and be a failure 
because he can not impress his clients with the idea that he 
can do them good. This power is not only of value in hysterical! 
cases, but in others as well. If we can make our patients be- 
lieve that we know what we are about and can do them good, 
the results will be satisfactory, but if we simply give them 
advice, without impressing on them our personality, we lose 
a great element of success. As the speaker said, there is an 
imaginary element in therapeutics and the use of this is one 
element of suceess. This is now principally in the hands of 
“Christian scientists’ and the like. Until the medical pro- 
fession meets this in a proper way we shall meet with persons 
who believe that faith and Mrs. Eddy can cure them when the 
best doctors fail to do so. 

Dr. J. N. Upsnur, Richmond, Va., cited the case of a woman 
who had been sick for three weeks with gastrie catarrh, but 
not of much moment. She had been in the hands of a young 
physician, who had certainly failed to impress her with his 
personality. At the time the speaker saw her she was not 
only convinced that she was very ill, but she was certain that 
she would die very soon. He made some recommendations 
which the doctor failed to carry out. Ten days afterward she 
was thoroughly disgusted with the treatment and, getting no 
better, the speaker was sent for and the other physician dis- 
missed. It was learned that she had been in such great pain 
that the doctor had been giving her large amounts of morphin 
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hypodermically daily. These were promptly stopped and she 
was told she would have to get along without them. She 
thought that she had a tumor in the neighborhood of the right 
ilium, and complained of persistent pain on that side. The 
speaker took a tape line out of his pocket and proved to her 
that both sides measured exactly alike and that there was no 
tumor. He never heard a word afterward of this tumor, and 
she got well very soon. 


TREATMENT OF DEFLECTION OF THE NASAL 
SEPTUM 

COMPLICATED BY TRAUMATIC DEFORMITY OF THE 

EXTERNAL NOSE.* 
kk. B. GLEASON, M.D. 

Clinical Professor of Otology in the Medico-Chirurgical College : 
Physician in Charge of the Nose, Throat and Ear Depart- 
ment of the Northern Dispensary. 
PHILADELPHIA, 

For the purposes of this paper, deformities of the ex- 
ternal framework of the nose are divided into two 
classes: flattening of the bridge of the nose, producing 
the deformity commonly called ‘“saddle-back nose,” and 
deflection of the end of the nose. A third class might be 
made of a combination of these two conditions. but 
would be without significance as far as concerns opera- 
iions on the septum to secure increased breathing space. 
It should be borne in mind that operations upon the 
~eptum produce little effect upon the shape of the ex- 
ternal nose, and are undertaken for the sole object of 
improving the breathing space. 

Traumatic flattening of the bridge of the nose is gen- 
erally due to the fracture of the base of the nasal bones, 
with dislocation from the nasal processes and depression 
of the nasal bones, with rotation outward on their long 
axes. The upper shield cartilages and sometimes the 
septum are involved. The most common lesion of the 
septum is a dislocation of the triangular cartilage and 
anterior portion of the vomer from their bony attach- 
ments. Both below and behind there is a deposition 
of new material, and usually a thickening, both of 
bone and cartilage. The result is the so-called septal 
redundancy. ‘The septum has become too large to be 
crowded into the median line. The cartilaginous plates 
of the septum are also sometimes separated. Saddle- 
back nose does not interfere in the least with the suc- 
cess of an operation for deflection of the nasal septum, 
but lateral deflections of the external nose decidedly 
complicate matters. 

Lateral deflection of the-end of the nose is usually 
the result of fractures of both nasal processes. the nasal 
bones and displacement of the upper shield cartilages. 
The septum may or may not partake of the deformity. 
If it remains straight, it will no longer be parallel to the 
curved lateral nasal walls. 

If deflected to a greater degree than the lateral walls, 
it will produce stenosis by encroaching upon the lumen 
of the naris of the concave lateral nasal wall. Therefore, 
the problem, in cases of stenosis in noses deflected to one 
side, is not to make the septum straight, but to render 
it as nearly as possible parallel to both lateral nasal 
walls. This is sometimes not easy to. accomplish. 

The methods that may be used to bring the septum 
into the median line will be considered with reference 
to septal redundancy, with reference to resiliency, and 
also with reference to the method of supporting the de- 
viated area in its new position. 

The simplest operation for the correction of septal 
deflection is expanding the strictured side of the nose 
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with the index finger, which, with a slight boring mo- 
tion, and with its palmar surface pressing upon the 
septum, is thrust through the anterior naris to a posi- 
tion beyond the deflected area. When carefully done the 
triangular cartilage thus can be dislocated from its at- 
tachments below and behind. The fragments overlap 
each other, thus providing for redundancy in both the 
vertical and horizontal diameters. The dislocated cartil- 
age may be supported in a vertical position by a pin or 


tube. The operation has the advantage of being sub- 
mucous. If septal redundancy was the main cause of 


failure in operations for the correction of septal deflec- 
tions, nothing could be more simple or better than this 
operation. 

It is not septal redundancy, but septal resiliency that 
is the main cause of failure in operations for deviated 
septa, and, because in operations where the mucous 
membrane of the septum is uncut, it is impossible to 
thoroughly bend the triangular cartilage: this opera- 
tion commonly results in failure more or less complete ; 
the septum sometimes remaining for several months in 
a vertical position and then gradually springing back 
into its former abnormal position. 

The objections to simply removing the thickened 
angle of a deviated septum is that while it increases the 
breathing space in the narrow naris, it leaves the un- 
obstructed naris in the same condition as before the 
operation. Often it is of the unobstructed naris that the 
patient cemplains and frequently when the ears become 
diseased, as a result of a septal deviation, it is that upon 
the same side as the unobstructed naris which becomes 
affected first. 

Sajous describes in his book, published in 1885, what. 
he states, is the simplest operation for the correction of 
septal deviations. An incision is made along the crest 
of the deviation. The upper or movable flap of the 
septum is then pushed over and beyond the lower into 
the median line. It seems unnecessary to state that in 
Sajous’ operation, when the upper portion of the septum 
is pushed over and beyond the lower, because of the 
septal redundancy, the parts overlap and the resistance 
of the lower flap tends to prevent the return of the upper 
into its former deflected position ; but because a straight 
incision does not enable the flaps to overlap except in 
one diameter, either the horizontal or vertical redund- 
ancy is not provided for, and hence the resiliency of the 
septum is increased by the bending of the upper flap: 
because in either the vertical or horizontal diameter, the 
septum is crowded into a space too small for it. 

In 1895, Watson described an operation, which he 
stated, was a modification of the well-known procedure 
of Ingals, but which was really a combination of the 
operations of Ingals and Sajous. A beveled incision 
was made through the crest of a horizontal deviation, 
and the vertical redundancy cut out with a knife, care 
being exercised in making both incisions that the mu- 
cous membrane on the concave side of the septum re- 
mained intact. In a paper published in May, 1899, he 
described his incision as along the crest of a horizontal 
deviation with a vertical cut from the anterior point of 
the first incision. The mucous membrane of the con- 
cavity of the deflection not being included in either in- 
cision, the first of these operations would seem to yield 
two triangular flaps; the second, one large triangular 
flap. Because the mucous membrane of the concave side 
of the septum is not cut through, and hence would pre- 
vent thorough bending of the flaps, it would seem that 
the operator’s main object was to provide for redund- 
aney, which is accomplished to the same degree as in the 
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operations of Roberts and Asch, who also employ tri- 
angular flaps. Redundancy of a septal deviation, both 
in the vertical and horizontal diameters is provided for 
equally well by a stellate (*), a cross-shaped (+-), an 
L-shaped, an inverted T-shaped, a horizontal H-shaped 
( ) or a U-shaped incision. This is not the case as re- 
gards resiliency. 

Roberts stated that unless the resiliency of the flaps 
is thoroughly destroyed his operation will be a failure. 
Asch is almost equally emphatic as regards the necessity 
of thoroughly bending each flap in order to diminish, 
as far as possible, the resiliency of the septum. Doubt- 
less the success of any operation for the correction of a 
septal deviation depends more upon the thoroughness 
with which the flaps are bent than upon any other detail 
of the technique. 

It is the india-rubber-like resiliency of the septal car- 
tilage, rather than the redundancy of a septal deviation, 
that interferes most with the success of operations for 
the correction of deviations. 

Is there any method of overcoming this resiliency 
besides thorough bending of the flaps, which in the case 
of cartilage is never entirely destroyed by the most 
thorough bending? Leverage may be utilized by em- 
ploying a quadrilateral flap. If its base be bent, the 
longer such a flap the more leverage has to be overcome 
to bring the edge of the flap into its former position. 
This is not true of triangular flaps, because the larger 
the flap the larger its base and consequently the greater 
its resiliency. The principle may be demonstrated by 
cutting flaps of various shapes in india-rubber balls. 
A narrow quadrilateral flap remains almost without 
support in the position in which it is bent. A triangular 
flap of the same size does not. 

In lateral deflections of the whole tip of the nose, 
the part of the septum involved usually is not great 
and the deflection is of the so-called vertical variety. 
In some cases the area involved is not wider than the 
thickness of a lead pencil. It is difficult to understand 
how any operation by means of one or more V-shaped 
flaps could be done in a case of this kind. A U-shaped 
incision around the deflection, however, is readily made 
and yields a narrow quadrilateral flap consisting of the 
entire deflected area, and when the base of such a flap 
is thoroughly bent, it will sometimes hang in the posi- 
tion in which it is placed without any support what- 
soever. If allowed to remain unsupported in the pre- 
viously unobstructed naris the gradually returning re- 
siliency of the base of the flap and the traction of 
granulations adhering from the upper ends of the 
U-shaped incision will gradually draw such a flap into 
the vertical line in the majority of instances; but there 
is always some danger of overcorrecting the deflection. 
It is, therefore, best to see that the flap is in the position 
desired one week after the operation. This was the 
method pursued in six cases of lateral deflection of the 
whole tip of the nose, four of which were exhibited at 
the Philadelphia College of Physicians. 

The technique of the operation is as follows: The 
field of operation is cocainized and then exposed by 
means of a self-retaining speculum. A thin saw is 
introduced along the floor of the nose beneath the devi- 
ation. The sawing is continued in a horizontal direc- 
tion until the saw has penetrated somewhat deeply into 
the tissues. The direction of the sawing is then rapidly 
changed to a nearly vertical direction. During the 
sawing it is of the utmost importance that the saw 
should be held exactly parallel to the septum; in order 
that the cut shall be around and not through any part 
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of the deviation. The length of the vertical crura of 
the U incision is then quickly lengthened by means 
of a small bistoury curved on its flat, and the flap is 
thrust through the hole in the septum with the tip of 
the forefinger. 

While the finger is still in the naris, it is carried up 
along the anterior and posterior crura in order to be 
certain that the edge of the flap has completely cleared 
them and the neck of the flap is then sharply bent. 
The whole operation can be done with considerable de- 
liberation in two minutes. It is not necessary to denude 
the edges that are in contact, as the pressure results 
in necrosis at least of the superficial layer of the mucous 
membrane, after which the parts unite. Should non- 
union result, the edges may at any time be freshened 
with a ring-curette, a simple and painless procedure. 

It is well to slip in a tube immediately after the 
operation and decide twenty-four hours afterward as 
to the necessity of wearing it. The tube serves to con- 
trol the usually trifling hemorrhage which, however, 
may be so excessive as to require the insertion of a 
large plug of absorbent cotton saturated with peroxid 
of hydrogen into one or both nostrils. 

In my earlier operations for correction of septal de- 
flections, I invariably used an Allen tube when support 
was required; later, a tube devised by Dr. D. Braden 
Kyle. This tube is somewhat similar in shape to those 
of Asch and Meyer, but is made of pewter and so thin 
that its shape can be modified by pressure of the 
fingers, or quickly pared to any desired shape with a 
penknife. Most recently I have had the Allen tube 
slightly altered in shape and made of this same material, 
and I find the readiness with which its length and shape 
can be altered to be a great convenience. 

However, the question of support is of little conse- 
quence in comparison with that of counteracting the 
resiliency of the septum. The writer claims for his 
method of operating that the shape and position of his 
septal flap enables an operator to overcome resiliency 
more certainly than by any method previously described. 
When the resiliency of a quadrilateral flap has been 
destroyed, at least for the time being, by bending the 
neck of the flap at a right angle, the overlapping of the 
edges of the flap upon the septum as occurs in the 
operations of Sajous, Seiler, Watson, etc., affords suf- 
ficient support in more than 80 per cent. of the cases. 
and no tube is required. Beveling the edges of the flap 
is of no consequence, becafise it does not increase the 
resistance tending to prevent the return of the flap to 
its former deviated position. 


DISCUSSION. 


Dr. J. O. Ror, Rochester, N. Y.—I have been very much 
interested in Dr. Gleason’s paper. His operation, as 
he has described it, is, however, like the Asch opera- 
tion, adapted for the correction of deviations of the 
cartilaginous septum, and therefore adapted only to about 
one-third of the cases of deviation of the septum. The 
deviations of the septum may be divided into deviations of the 
bony portion, which comprise not more than 10 per cent. of 
the cases, deviations of the osseocartilaginous portion, which 
comprise fully 60 to 65 per cent., and deviations of the car- 
tilaginous portion alone, which comprise about 25 or 30 per 
cent. of the cases. Therefore, in considering the correction of 
deviation of the septum we should take into consideration the 
correction of deviation of every portion of the septum and 
not the correction of the cartilaginous portion alone. In 
correcting lateral deformities of the nose, the lateral displace- 
ments which so often result from injuries, we have to take 
into consideration two conditions: 1, the cosmetic effect, and 
2, the establishment of a normal condition of the nose for 
respiration. In operating for a cosmetic effect it is important 
that we should not lose sight of the respiratory “function. 
Many patients apply to us for the correction of a deformity 
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of the nose, rather than for the relief of insufliciency of respira- 
tion caused by the associated deviation of the septum. In 
correcting the deviation of the septum, therefore, we should 
take into consideration the correction of the osseous portion 
as well as the cartilaginous portion of the septum. For the 
purpose of correcting deformities of this portion of the septum 
as you may know, | devised a method of correcting it by 
means of fenestrated forceps. 

One of the difficulties, as the Doctor has stated, is in over- 
coming the resiliency of the cartilage. In my experience this 
can not readily be overcome unless we correct the deformity 
at the osseocartilage junction. This is most easily done by 
means of the fenestrated forceps. If we attempt to force the 
deflection of the septum up to the median line with a flat 
bladed forceps we tind it well nigh impossible to overcome the 
resistance, or re-fracture it at all, but by means of the fen- 
estrated forceps, as | have indicated, you can force the detlee- 
tion bevond the straight line as far as you choose. Thus you 
can refracture it without rotating the forceps and lacerating 
the septum. Some cases of brain abscess have been reported 
attributed to the laceration of the septum from the use of the 
flat forceps. With the fenestrated forceps this is entirely 
avoided. Dr. Gleason’s ingenious method avoids this danger, 
but is especially adapted only to special cases where the de- 
flection is confined to the cartilaginous portion of the septum. 

Dr. FL J. QUINLAN, New York City—We have been following 
an operation in the Polyclinic which saves much of the slough 
we have heretofore had in these cases. 1 will illustrate this. 
When we find, on one side, the angular deflection of bone, we 
introduce on the other side a solution of borie acid, as much 
as the tissues will hold, which causes a great sagging. We 
then push the deflection into the sagging and let it be. The 
injection is made between the folds of the mucous membrane, 
a saturated solution of borie acid being used, and then we 
produce a convexity on the side of the deformity that we wish 
to overcome, and thus we are able to retain the integrity of the 
mucous membrane. I have done this operation several times. 
By the method I have described we cause mutilation of the 
tissues on only one side. The mucous membrane is intact, 
which gives it an additional splint-like structure and holds 
the septum so as to prevent it swaying to the other side. I 
have had two or three sloughs following the method described 
by the Doctor. 

Dr. DonNe, Philadelphia—I would like to add my experience 
to the excellent results the Doctor has obtained. I have made 
the U-shaped flap he describes, and the operation is of value 
in those cases in which the cartilaginous septum alone is de- 
flected. I wish Dr. Gleason would give us the benefit of his 
experience in septal deformity complicated by traumatic de- 
formity of the external nose. But taking the main subject 
of his paper, namely, the description of his U-shaped incision, 
| am thoroughly in accord with what he says. In some cases 
I have found the operation of Asch or that of Adams or 
Roberts of more value, but in the cases with a broad base, 
where the U-shaped flap can be well made, the operation de- 
seribed by Dr. Gleason has been particularly successful. In 
these cases it is our duty to operate wherever we can induce 
the patient and the friends of the patient to consent, because 
many of the cases of middle ear disease are due to detlections 
of the septum, and we can often relieve headache and chorea 
and some cases of asthma by these operations. I am in favor 
of using general anesthesia in these cases. I use, locally, the 
extract of the suprarenal capsule to prevent excessive hemor- 
rhage and give a better opportunity to see the progress of the 
operation. The use of general anesthesia is of value because 
it gives better control of the case, especially in children, who 
are easily frightened by the appearance of blood and instru- 
ments. I have had a number of those cases and no untoward 
results have taken place. Very frequently the use of the splint 
for twenty-four hours has obviated any hemorrhage either 
during the operation or subsequently. One of the particular 
advantages of the operation described by Dr. Gleason is the 
fact that the septum is then held in position by the other 
portions of the septum, and the tube does not need to be used 
over twenty-four hours, which is an advantage over the opera- 
tions in which the tube must be used for a long time. The 
operation overcomes resiliency better than any other operation 
I have done. 

Dr. FE. B. Greason, Philadelphia—I will say in reply to Dr. 
toe that when a man or woman comes to me with a deviated 
septum I straighten it by my method whether the cartilaginous 
portion alone or both the cartilaginous and bony portions are 
involved. In the case I have presented quite a large portion of 
the bony B eo of the septum was involved. When the bone 
is involved far back it is sometimes much harder to make a 
long posterior crux with the knife. I generally use a double- 
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edged knife, curved on the flat, for the purpose. In regard 
to the operation referred to by Dr. Quinlan as being done at 
the New York Polyclinic, it is an excellent one in those cases 
where only a very small portion of the septum is involved 
and where the length of the flap would entirely counteract 
the septal resiliency. In those cases where a large portion of 
the septum is involved the preservation of the mucous mem- 
brane interferes with the thorough bending of the tlap and 
would be disastrous. I do not see any great advantage under 
any circumstances in saving the mucous membrane as has 
been described; and as one of the chief advantages of my 
operation over those employing triangular flaps is that it 
better counteracts the resiliency of the septum, the main cause 
of failure in septal operations; the mucous membrane of the 
concave septal surface is invariably incised in order to permit 
bending the flap as nearly at a right angle as possible. If the 
neck of the flap contains bone it breaks with an audible snap 
and the resiliency of that portion of the flap at least is entirely 
destroyed and gives no further trouble. Where the case is 
complicated by some deformity of the external bony frame- 
work it is a question for the patient to decide whether or 
not he wants an external operation done. You can secure 
good breathing space without an external operation. 

Dr. Ror--—In those cases in which you have a long bending 
of the septum extending from far back, if you were to cut a 
little segment in the middle and shove it. through, the de- 
formity would still exist. How do you do in those cases? 

Dr. GLEASON—lI do not saw a little part out of the center, 
but I go entirely around the deflection. It makes no difference 
how large the deflection is. I have never seen a case where 
the pharyngeal edge of the septum was involved. I have never 
seen a case of deflection of the septum where, if I held the 
saw parallel with the septum, I would not saw around the 
deflection. 

Dr. Roze—When there is a large deflection you would prae- 
tically have to saw the entire septum. 

Dr. Greason—I have sawed two-thirds of the septum, and 
few cases will be found more extensive. But I would go 
further if I found it necessary. This case shows involvement 
of a large portion of the bony septum. 

Dr. QUINLAN—Do you put one or two tubes in? 

Dr. GLEASON—I use a large tube, which should drop in 
easily, and not be thrust in. If the slightest pressure is neces- 
sary to insert the tube the operation has been improperly 
done. The morning after the operation the tube is removed, 
and in rather more than 80 per cent. of my cases not again 
inserted. This was the history in the case brought before you. 
He visited my office every day for a week or so that I might 
inspect his septum, and in the meantime attended to his usual 
duties. 


EXTENSIVE LACERATION OF THE EXTERNAL 
OCULAR MUSCLES; DIPLOPIA; SPON- 
TANEOUS RECOVERY.* 

WALTER L. PYLE, M.D. 

ASSISTANT SURGEON TO WILLS EYE HOSPITAL. 
PHILADELPHIA, 

History of the Injury.—The patient was a practicing 
physician, aged 44 years, in good general health, and, 
had never worn glasses. While riding a bicycle across 
his lawn at night, he ran into a blunt splicing hook of 
a clothes-line made of No. 10 telephone wire. The end 
of the hook entered the conjunctiva of the right eye, 
near the inner canthus, and tore its way out toward the 
external canthus, keeping below the cornea. The con- 
junctiva, subconjunctival tissue, and ocular muscle- 
tissue were extensively lacerated, and the end of the 
hook was found to be covered with blood, shreds 
of conjunctiva, subconjunctival tissue and fibers of 
muscle substance. The sclera was not perforated. The 
eye was dressed antiseptically and free boric acid irri- 
gations were employed. Bleeding was quickly checked, 
and the wound healed kindly. However, there was im- 
mediate diplopia, which no prismatic combination tried 
by a local optician could relieve. 


* Presented to the Section on Ophthalmology, at the Fifty-first 
Annual Meeting of the American Medical Association, held at At- 
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Subsequent Diplopia.—t first saw the patient about 
four weeks after the injury. He came into my office 
wearing a black patch over the injured eye to prevent 
the diplopia, which was so annoying that, without 
exclusion of the right eve from vision, he was incapaci- 
tated for his daily duties. 

The injured eye showed no signs of irritation; in 
fact, on first appearance it was apparently normal, but 
on closer inspection a faint conjunctival scar was seen, 
starting about 7 mm. below the cornea and to the nasal 
side of the insertion of the inferior rectus muscle, and 
extending in a straight line outward for about 2 cm. 
The field of rotation was not as much diminished as 
might have been expected, and the defect of motility 
seemed almost equally distributed. Compared with its 
sound fellow, the injured eye appeared slightly higher. 

| endeavored to find a position of the head and cye- 
in which there might be fusion of the double images : 
and discovered that while sitting ereet in a straight 
position facing a small circle of light about level with 
the eves, by slightly lowering the chin. and rotating its 
poimt to the right, so that the head was inclined to the 
left at about an angle of 75 degrees, the patient had 
single binocular vision, that is, there was only one image 
of the light. 

On moving the eyes downward from this point, there 
was immediate diplopia. The false image appeared 
lower and on the side of the uninjured eye—crossed 
diplopia—and the distance between the true and false 
images increased as the eyes were rotated further down- 
ward. When the eyes were directed downward and to 
the side of the injured eye, there was also an increase 
of the distance between the images. These findings 
were indicative of interference of depression and ad- 
duction of the right eve and pointed to injurv of the 
inferior rectus muscle. 

On rotating the eves directly upward, the false image 
appeared higher on the side of the injured eye 
—homonymous diplopia—and the distance between the 
Images increased as the eyes were further elevated. 
Still looking upward, and turning the eyes to the side of 
the uninjured eve there was also an inerease of the 
diplopie separation. ‘This suggested involvement of ele- 
vation and abduction of the right eye. and pointed to 
injurv of the inferior oblique muscle. 

Trealment.—The patient was quite anxious as to the 
advisability of operative treatment, which he had been 
told offered the best means of relief. I noticed that the 
slight exercise of muscles of the injured eve during the 
tests was causing an increase in the field of, single 
binocular vision, and I instructed him to keep the 
blinder off the right eve until the next visit. By this 
time there was such diminution of the diplopia, that 1 
was able to give him very satisfactory vision with a small 
amount of prismatic aid. Finally I urged a prolonged 
trial with a prismatie correction, thus exercising the 
disabled muscles, before proceeding to advancement. 
I corrected a small astigmatic defect, which brought 
vision up to 6/5 in each eye, and incorporated a 2 
degree prism. base down, in the right lens, for dis- 
tance use. This was very satisfactory so long as the 
eves were not turned directly downward. For reading 
and other visual work at close range, I ordered a 4 
degree prism, base down, incorporated in the right lens. 
and a 2.5 degree prism, base in, in the left lens, which 
also seemed quite satisfactory. After several weeks the 
patient complained of discomfort with the reading lenses. 
I wrote to him to try his distance lenses for close work. 
beginning with their use for short periods, and gradu- 
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ally increasing the length of time in reading with them. 
Ile was very soon able to dispense entirely with the read- 
ing glasses. Five months after the injury I saw him 
for the last time. The right eye appeared perfectly 
straight and level with its fellow. There was no diplopia 
except in looking directly downward. In the ordinary 
position of the eyes in reading, a 2 degree prism, base 
down, before the right eve, seemed to give perfect com- 
fort. I ordered the full correction without any pris- 
matic addition for distance and suggested a small pres- 
bvopie addition with a 2 degree prisin, base down, right. 
in glasses for reading and other close work. Since then 
the patient has been quite comfortable, and except in 
reading often works without any glasses. 

ANASTOMOSIS OF THE URETERS WITH THE 

INTESTINE. 
\ HISTORICAL AND EXPERIMENTAL RESEARCIL.~ 
REUBEN PETERSON, M.D. 
ltrofessor of Gynecology Post-Graduate Medical School; Assistant 
Clinical Professor of Gynecology, Rush Medical College ; 
resident of the Chicago Gynecological Society. 
CHICAGO, 


(Continued from page 5738.) 

If the subsequent history of the successful cases be 
considered, the operation is placed in a still more un- 
favorable light. Of the twenty-two recovering, three 
died later of pyelonephritis and two of uremia after 
implantation of the second ureter. The post-mortem 
in one of these revealed a fibrous condition of the kidney 
whose ureter had been implanted fourteen months be- 
fore. No autopsy was secured in the second case, but 
from the similarity of symptoms it is fair to assume that 
the pathologie conditions were the same as in the first 
case. In one case it is noted that the kidney was de- 
stroyed through stenosis of its ureteral orifice. 

Of the eleven surviving cases, there are five with one 
and six with both ureters implanted. Two of these 
cases (those of Evans+ and Winiwarter) must be ex” 
eluded from further consideration, because each has a 
fistula. opening, the one case in the loin, the other in the 
perineum, and differing only in degree from other intes- 
tinal cutaneous fistulae. Martin’s first case, one of 
exstrophy of the bladder, showed renal infection after 
implantation of one ureter, as shown by casts in the 
collected urine. The attempt to implant the second ure 
ter failed, and presumably the urine still escapes over 
the pubes. In Boari’s case, surviving six months with 
one ureter in the rectum, it is not stated whether urine 
still passes by wav of the anus. The same criticism 
mav be raised in Tuffier’s case, which survived two years. 
with no signs of renal infection. This leaves one ease. 
that of Chaput, which has survived unilateral implanta- 
tion eight years. Chaput reports (Boari, /. ¢.) that 
three years subsequent to the operation the presence of 
urine could be demonstrated in the liquid evacuations. 
In the communication to me he states that after eight 
years there are about three liquid evacuations in each 
twenty-four hours. Evidently the discharges have not 
been examined with a view of ascertaining the condition 
of the kidney under consideretion. 

In one of the remaining eases (Peters’) it is stated 
that as far as can be judged the strained urine is normal 
both in quantity and percentage of urea. This case has 
survived ten months with both ureters in the rectum. 
As far as can be ascertained no such examinations have 


* Read before the American Gynecological Society, Washington, 
Dp. C., May 1, 1900. 
+ Died later. 
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heen made in the other cases, and we are left in doubt 
as to the condition of the kidneys. 

The fact that a patient survives after the implanta- 
tion of one ureter into the bowel should not be used as 
an argument in favor of the operation, since there re- 
mains one functioning kidney, which can very readily 
~upport life. The supreme test of the operation lies 
in bilateral implantation, and individual cases are val- 
uable only after the lapse of considerable time from the 
date of the operation, since marked kidney disease ma 
exist for a time without the appearance of grave symp 
toms, 

Fowler's uretero-rectal anastomosis stands in a class 
hy itself, and will be discussed in connection with my 
own experimental work. 

Experimental and clinical observations led Tuffier, 
as early as 1890, to the conclusion that ascending renal 
infection after uretero-intestinal anastomosis could only 
he prevented by the preservation of the ureteral orifices. 
He suggested for exstrophy of the bladder the formation 
of a vesico-rectal fistula by an incision in the septum 
<eparating the rectum and bladder and the suturing ot 
the vesical and rectal mucosa. Catheters were then to be 
introduced into the ureters and carried out through the 
anus by way of the fistulous opening. By dissecticn of 
the exstrophied bladder wall a new bladder, smaller in 
size, was to be formed over the fistulous opening. 
Frank's operation of vesico-rectal anastomosis, per- 
formed by means of his coupler, is practically the same 
operation by a new technique. 

In 1894 Maydl reported two cases of exstrophy of the 
bladder operated upon by an original method, consisting 
of the implantation of the vesical trigonum with its 
ureteral orifices into the sigmoid flexure. The predomi- 
nant idea of this operation was the preservation intact 
of the ureteral orifices and their utilization as a means 
of preventing an ascending renal infection. 

In order to ascertain whether this theory is borne out 
by clinical facts, thirty-six operations performed aceord- 
ing to the technique laid down by Mayd] have been col- 
lected, tabulated, and summarized. 

I have ventured to make use of the term “uretero- 
trigono-intestinal anastomosis” as descriptive of the 
operation of uniting the vesica]l trigonum with its ure- 
teral orifices to the intestinal tract. 

SUMMARY OF 36 CASES OF URETERO-TRIGONO-INTESTINAL 


ANASTOMOSIS. 
Operation performed for exstrophy of the bladder. 32 
Exstrophy and adenoma of bladder................-- 1 
Incontinence caused by funnel- shaped urethra@.......- 1 

Deaths occurring four and fifteen PS later of 
Mortality including these cases..............+. 19 per ct. 
Implantation site mentioned 35 
Rectal drainage-tube used 21 
Sphincteric control over uvine mentioned in......... 29 
Referred to as satisfactory 24 
Occasional involuntary evacuations at night in...... 4 
Sphincteric control referred to as 1 
Average frequency of evacuations...... very 4-5 hours. 
Lumbar pains after notedin 5 
after operation... 6 
Number of cases living and well at end of 1 year..... 19 
Number of cases living and well at end of 2 years 109 
Number of cases living and well at end of 3 years 7 
Number of cases living and well at end of 4 years 4 
Number of cases living and well at end of 6 years.... 1 
Number of cases living and well at end of 7 years... 1 
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The mortality in the thirty-six operations is surpris- 
ingly low when it is considered that it is a difficult major 
operation, and that the list includes the first cases op- 
erated upon before the technique had been perfected. 

When we compare this mortality with the 33 per cent. 
mortality accompanying ureteral implantation without 
the preservation of the ureteral orifices, we are forced 
to conclude that the explanation lies in the intrinsic 
dangers of the latter operation rather than a lack of 
skill on the part of the operators. Without the vesical 
ureteral orifice eleven deaths in thirty-three cases from 
rapidly progressive renal infection; with the ureteral! 
orifices intact, five deaths out of thirty-six cases; two, at 
least, not being due to infection. Unfortunately, we 
have no detailed description of the causes of death in 
v. Eiselberg’s three fatal cases, except that two died 
after one and five days. 

Only two cases have died from ascending infection. 
and one of these (Schnitzler) was operated upon extra- 
peritoneally and not according to the technique laid 
down by Mavdl. 

Since the operation is applicable chiefly to cases of 
exstrophy of the bladder, and the majority of cases of 
this anomaly oecurs in males, one would expect the pro- 
portion found, of thirty males to six females. 

The sphincteric control over the urine is remarkab)\ 
good, it being reported as poor only in one case. 

The six fistula resulted, in some of the cases at leas 
from timidity on the part of the operator to trust to 
his suturing and to the employment of gauze drainage. 
They are all reported as eventually closing. 

The noting in five cases of gradually disappearing 
lumbar pains would suggest a possible renal infection 
from which the patient slowly recovered. It may be 
more than a coincidence that in one of these cases 
(Herzel) where. lumbar pain was noted, there was 
subsequent polyuria, a condition nearly always present 
in chronic interstitial nephritis. However this may be, 
the number of cases (ten) living and without apparent 
signs of renal infection, after the lapse of two years 
shows that renal infection, if present, can not be verv 
severe. 

The primary and secondary results of uretero-trigono- 
intestinal anastomosis are so much superior to those of 
ureteral implantation without the preservation of the 
vesical ureteral orifices as to demand always the per- 
formance of the first operation in preference to the 
latter, 

In order to cover the entire field of uretero-intestinal 
anastomosis it only remains to consider the cases where 
union has to be attained by the formation of fistule 
between the bladder and rectum. 

This was first attempted by Loyd in 1851. 

Lioyp," 1851. Ewstrophy of bladder; formation of vesico- 
rectal fistula; death on the sixth day from peritonitis. Octo- 
ber 3, 1851, Loyd operated upon a male, aged thirty years, for 
exstrophy of the bladder and separation of the os pubis and 
epispadias. A skein of thread was passed through bladder 
and rectum and out of anus. Although the silk was removed 
on the sixth day the patient died soon after of peritonitis. 
At the autopsy it was found that the thread had _ passed 
through the peritoneum, which in this case was reflected low 
down in the pelvis. 

JoHNSON,” 1852. Euvstrophy of the bladder; vesico-rectal 
anastomosis ; death from peritonitis. Johnson performed vesi- 
co-rectal anastomosis by Loyd’s method on an infant suffering 
from exstrophy of the bladder. Death resulted in a short time 
from peritonitis. 

Hotmes,” 1863. Exstrophy of the bladder; vesico-rectal fis- 
tula by means of pressure necrosis; failure. Holmes, in a boy 

with exstrophy of the bladder, endeavored to establish a free 
communication between the bladder and rectum by special 
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TABULATED LIST OF THIRTY-SIX 


URETERAL ANASTOMOSIS. 


CASES OF URETERO-TRIGONO-INTESTINAL ANASTOMOSIS (MAYDL’S OPERATION). 


Jour. A. M. A. 


Sphincteric Control, 


Remarks. 


. . | Some incontinence while 


Conditions | 2.) Site of 
Date. Operator. Demanding | =& | &% | Anasto-|ZE4 
Operation. | | ig mosis. | 
Noy. 3, 1898 . | Allen, D. P.(51) Exstrophy o f|/M.. 15|Reecov- |Sigmoid.| Yes. 
sladder, ery. 
gis 1894) Bergenhem, B. Exstrophy and|M., 35 Recov .;Reetum,.) 
(52) adenoma of 
bladder. 
3) Feb, 21, 1806 Kiselsberg,'| Exstrophy. Sigmoid., 
(53) 
3) 
5iduly 18, 1808.) v. Eiselsberg, Epispadias. M., 6) 
6) Nov, 11, 1898. Biselsbers,, dxstrophy. . 12 
Nov. 11, 1898. siselsberg, .|M.. 8 Death. 
(ade 
Oct. 19, “Rb Eisel isberg, Incontinence/F., 11)“ 
A. (58) due to funnel- 
shap'’d urethra 
10|Sept. 14, 1896.) Ewald, Carl |Exstrophy.. . M., 5iReeov.. ‘ INo 
(54) 
1898} Ewald, Carl|Epispadias...|M., 3“ 
(54) 
12) June 28, 1898.! Frank, Rudolf |Exstrophy. M.,16; 
(55) 
| 
13 Oct. 31, 1898..| Frank, Rudolf 
(05 
14| May 25, 1897..| Herezel, Emil “ “ 
(5) 
15| Dec. 20, 1897.) Herezel, Emil M. 
(56) 
16| Mar. 9, 1899. Heresel, “ “ M11 
17/Apr. 23, 1895.. Kry fiski, L(57) 
June 19, 1892.) Maydl, K, (58) Sigmoid | 
| 
19, Oct. 1, 1898...) Maydl, K. (58) | 
Jan. 2, 1895 . | Maydl, K. (59) 7 Death... “ 
21) Jan, 20, 1895.| Maydl, K. (59) .|F., 22. Recov.. “ 
22) Nov. 23, 180 .| Maydl, K. 159) | 
24| Noy. 29, 1897.) Maydl, K. (60) 
25| Mar. 24, 1898.| Maydl, K. (60) 
26| June 20, 1898.) Maydl, K. (60) 
27| Nov. 20, I898 | Maydl, K. (60) 
1805 as M., 28; Rectum . 
(61) 
29) Feb, 24, 1899 Josser- .|M., 5) Sigmoid No.. 
and, G. (62) 
30) March, 1897. |Park, R. (63)|Exstrophy and|M., 4)/Death..) “ 
other congen- 
ital defects. 
31). . . . . 1896 Rosegotti. (64)/Exstrophy. . . “ 
32) Jan, 27, 1895... Schintzler. “ Rectum.,. No, 
(65) 
35' Dec. 26, 1895. Wolter (68). * |Ves 
36 Jan. 16, 1897,.) Wolfler, 8) “ 


.|April 
. |14 years after operation evacu- 


months after operation re- 


. 2% years after o 


... Urine passed for 


. 6 months aeee operation every 


month after operation 5 to 6 
. |Continence could be more sat- 
_ Good control; able to work. 


. Every ane hours and the en- 


il 6, 1900, retains his evanu- 
ations from 5 to7 hours. 


ations are every 5 to6 hr, dur- 
ing the day; twice at night 


tains urine 6 to 7 hours; 3 
yea perfectly con- 
tine 


‘ration soils 
the bed at night, — is con- 
tinent during the ‘day 


6 months after opera. sphincter 
control good, 


a few days only; 2 years after-) 
ward two 
hours rpm day; sleeps 10. 
hours at ni 
pa- 
tient wasin bea; function 
established when he began to. 
walk about. 


2 2 monthe after operation once 


in 5 hours; sleeps the whole 
night. 


. 3to5 hours during day; 2 to 3, 


otimes at night. 
2), years after operation 6 to7 
hours; oftener at night. 


three hours, but sometimes. 
at night. 


ours; involuntarily at night. 


isfactory. 


tire nigh 


12 weeks after operation every 7 
6 mo operation every 4h 
. 8wk.a every 4to 
. Satisfactori 

to night in daytime; once at’ 


Satisfacte 


... At first incontinence ; 


. 8 months after evac- 


hou 


— ler operation 5 to6 


1% mos 
ter operation, 6 to 10 evac- 
uations in 24 hour 


ne are 6 to8 times in 24 


hour 


| 


. |2to3 hours daytime;3 to4 


times at nig 


.. months after operation 5 to 6| 


yassages in 24 hours. 

After 6 weeks can retain her 
urine 6 hours; years after. 
operation 5 to 6 times in 24 

times; occasionally soils bed 

in sleep. 


.|14 years after operation every. 


2 to3 hours; once at night. 


ree communication from Dr. Allen, 
April 1900, atient occupies posi- 
tion as -goods cle 

Attends regularly to ‘bashnees and ap- 
pears to be in good health. 


Twelve days after operation slight in- 
filtration of urine through incision; 
completely disappeared 6 days later; 
in lumbar region. 

Well Jan, 25, 1899 

No pain in lumbar regions; abdominal 

stula shortly after operation, dis- 

larging as feces; soon closed. 

ell April 3, 1 

Epispadias had all modes 
of treatment. Well Nov. 

Well April 3, 1900. 


cl 
W 


Died in five days. 
Died next day. 
Died Novy. 11, 1898. 


No infectious renal symptoms two years 
after operation. No casts, 1% 


For two or three days bloody urine. 


a month leakage of 
abdominal incision. Well Jar 

‘One after operation po 

which lasted four months; shortly 

after operation had an attack of pneu- 

monia, during which he suffered pain 

in lumbar regions ; 2'4 years after oper- 
ation polyuria still exists. 


Pain in lumbag regions; urine bloody 
for few days, Living in 1899 
Leakage of urine for short time through 
the abdominal incision; no renal in- 
fection. maps in 1899, 
Died next day of shock. 
Painin lumbar region. Well in 1899. 
No trace of renal infection. Well in 1899. 
No signs of renal infection. Well in 1899. 
lominal fistula which closed 
ter 
Ons month after operation examination 
urine shows no albumin, Well in 1899. 
Wel in 189% 
WwW in 1899. 


Death 4 mos, later from pyelonephritis. 
No sign of any renal infection. Doing 
well May 17, 18 


Died 55 hrs. after operation ; could not be 
nourished per rectum because of con- 
genital defect; no sign of peritonitis. 


Rectal fistula followed operation; 144 yr. 
after first operation patient died from 
effects of plastic operation to close de- 

ct. ost mortem showed well-ad- 
vanced pyelitis. 


No signs of intestinal inflammation. 


i's years after operation no signs of 
renal infection. 


w ell 1% years after operation, 


screw forceps, which, Poy in the rectum and bladder, de- 


stroyed the intervening tissue by pressure necrosis. 


The at- 


vagino-rectal fistula; death 
eration. 


from uremia ten months after op- 


Rose operated upon a woman whose vesico-vaginal 


tempt failed, for although the urine passed into the bowel in 
considerable quantities, a good portion of it still continued 
to escape above the pubis. So much pain was produced that 
the rectal opening was allowed to close. 

Rose,” 1872. Vesico-vaginal fistula transformed into a vesico- 


septum had been almost destroyed by diphtheritic ulceration. 
He made a fistula opening 2 em. above the anus and about 2 
em. in width in the recto-vaginal septum, and prevented con- 
traction by suturing the mucous surfaces of rectum and vagina. 
The edges of the freshened surfaces of the labia were sewed 
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together and the vagina closed. The patient was able to con- 
trol the liquid stools, which she passed per anum every two 
or three hours. She died ten months after the operation from 
uremia, the nephritis having its origin in the previous attack 
of diphtheria. The vagina, bladder, and rectum were found 
perfectly normal. 

KEEN,” 1875. Vesico-vagino-rectal fistula following typhoid 
fever; closure of introitus; well twenty-two years afterward. 
A woman aged thirty-four, had been left with a vesico-vagino- 
rectal fistula from severe sloughing after typhoid fever. After 
a number of unsuccessful plastic operations for the closure of 
the fistule the entire vulvar aperture was closed. The patient 
defecated, menstruated, and micturated entirely by the rectum. 
Micturition occurred only five or six times during the day and 
once or twice at night. The feces did not pass into the bladder. 
Eleven years subsequent to the operation a calculus was re- 
moved from the vagina, with recovery in three or four days. 
With the exception of the formation of a small fistula, which 
closed spontaneously, the subsequent history of the patient was 
entirely satisfactory. Twenty-two years after the operation 
she remained in perfect health, with no sign of renal infection. 

Lastrophy of the bladder; formation of 
recto-vesical fistula; well after eight months. The patient was 
a child with a severe exstrophy of the bladder, together with 
a defective vagina and a bicornate uterus. A communication 
was made between a newly formed bladder and the rectum 
through repeated applications of a Samson’s bowel-clamp, 
which produced a necrosis of the recto-vesical septum. The 
patient recovered, and although she had been passing all the 
urine per rectum for eight months at the time the case was 
reported, there was no rectal irritation or excoriation of the 
parts near the anus. The bladder remained clear of feces. 

Novaro,” 1890. Eastrophy of the bladder; formation of a 
vesico-rectal fistula and new bladder; recovery; operation a 
failure. Novaro, in a girl, aged three, suffering from exstrophy 
of the bladder, exposed the anterior wall of the rectum by a 
semilunar incision at the inferior border of the vaginal orifice. 
By a plastic operation he united the dissected wall of the blad- 
der to the rectum, which had previously been opened 12 to 15 
em. The raw surface of the bladder was covered in by the 
freshened labia majora. The edges of the flap sloughed and 
allowed the urine to escape over the pubes. At the time of 
the report Novaro intended to form a cloaca by a supple- 
mentary plastic operation. 

TuFFIER,” 1891. Formation of recto-vesical fistula; partial 
success. Tuffier established an artificial recto-vesical fistula 
with partial success, a fissure remaining which he intended 
to close later. The patient remained well. The urine passed 
by way of the rectum, could be held ten minutes. 

In the 1899 edition of Duplay and Reclus, Tuffier, while men- 
tioning the technique, does not report the case or give its sub- 
sequent history. 

ReseEcortti,” 1895. HEastrophy of the bladder; formation of 
vesico-vagino-rectal fistula and closure of introitus; death 
from pyonephrosis. By a plastic operation in a case of ex- 
strophy of the bladder, Resegotti formed a bladder out of the 
abdominal wall and the labia majora and minora. An arti- 
ficial vesico-vagino-rectal fistula was then made and the 
introitus closed. Complete continence ensued, the urine being 
passed voluntarily per anum every two or three hours. Double 
pyonephrosis soon developed, from which the patient died. 
Resegotti condemns the formation of communications between 
the intestine and the urinary tract. 

GALLET,” 1896. Formation of recto-vaginal fistula and 
closure of introitus; success. A case is briefly mentioned by 
Gallet where, for a vesico-vaginal fistula, he closed the vagina 
and made an opening in the vagino-rectal septum. The pa- 
tient did well and was able to control the urine two hours. 

HausTeaD,” 1900. Eastrophy of the bladder; vesico-rectal 
anastomosis with the Frank coupler; death from shock. 
Through the kindness of the operator, I am permitted to report 
the following unpublished case: 

The patient was a boy aged 5 years, suffering from ex- 
strophy of the bladder and other congenital defects. Jan. 
9, 1900, the abdominal cavity was opened and the sigmoid 
attached to the serous surface of the posterior aspect of the 
ectopic bladder wall by sero-serous quilted sutures. The blad- 
der-wall was next incised 1.75 em. in a longitudinal direction 
just above the ureteral openings, and one-half of a Frank 
coupler introduced. The other half of the coupler was in- 
serted into a longitudinal incision in the sigmoid. The ad- 
jacent edges were united by a series of quilted sutures. By a 
plastic operation a new bladder was formed over the coupler 
and the defect in the abdominal wall nearly closed. Child 
urinated several times during night through rectum. Died 
at the end of sixteen hours of shock. The post-mortem showed 
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no evidences of peritonitis. No escape of urine through 
sutured bladder-wall. Rectum contained nearly one ounce of 
urine. Right heart dilated. 

It is unjust to include the cases of Loyd, Johnson, and 
Holmes in any consideration of vesico-rectal anastomosis 
as a treatment for exstrophy of the bladder, since the 
methods employed were exceptionally crude. The same 
may be said of Thiersch’s case, although the patient was 
well at the end of eight months. 

Halstead’s case, where Frank’s technique was em- 
ployed, demonstrates the operation to be perfectly ap- 
plicable to human beings. Frank’s interesting experi- 
ments have shown that in dogs vesico-rectal anastomosis 
is a comparatively safe procedure; that the bladder re- 
mains free of feces, and that infection of the kidneys 
does not result in some of the cases operated upon. 
These findings are confirmed by the results of my own 
experimental work, which show that whenever the ure- 
teral orifice is left intact, for a certain time there may be 
freedom from infection, even where that orifice continu- 
ally comes in contact with virulent micro-organisms. 

Of the five dogs reported on by Frank, the first three 
were examined fifteen, four and sixteen days respectively 
after the operation. ‘The first two showed signs of renal 
infection, but the third showed two small foei of round- 
celled infiltration. The other two dogs were killed and 
examined twenty-seven and ninety-one days after the 
operation. In both cases there were unmistakable evi- 
dences of ascending renal infection. In other words, 
the longer time elapsing after the operation the more 
changes resulted in the kidneys. 

How great this infection will be and to what extent 
the animal can overcome its infection can only be shown 
by allowing the animals to live a longer time before 
making the examinations. This Frank promises to do, 
and the results will be watched with great interest. The 
burden of proof, however, remains with him to show that 
renal infection after his operation is impossible or at 
least rare. Until such proof be forthcoming Frank’s 
prediction that vesico-rectal anastomosis will become 
more popular than gastro-enterostomy will hardly be 
fulfilled. The question of infection must be definitely 
settled before other virulent micro-organisms are given 
admittance to a bladder already handicapped by disease. 


(To be continued, ) 
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ACUTE TEMPORARY DILATATION OF THE 
HEART ACCOMPANYING THERMIC FEVER. 
REPORT OF TWO CASES. 

C. F. CLOSE, M.D. 

CHICAGO, 


Acute dilatation of the heart has been described as 
occurring under various conditions, chiefly as a result 
of excessive physical exertion. So far I have found no 
report of a case in connection with sunstroke or heat- 
stroke—Hitzschlag, as the Germans more exactly express 
it. The following two cases occurred during the ex- 
cessively hot weather of the past summer. 

Case 1.—A male, aged 17, born in America, of Danish parent- 
age, and a photographer’s assistant, had always been healthy. 
There was no constitutional disease in the family. The pa- 
tient’s occupation compelled him to work under a partially un- 
protected skylight the greater part of the day, where the heat 
was very intense. I was summoned soon after the attack of 
sunstroke, and found him suffering with the usual symptoms: 
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high temperature; rapid, feeble pulse; headache and dizziness; 
marked congestion of the vessels of the head and neck. He 
did not lose consciousness. The heart was found to be greatly 
enlarged in all its dimensions, but especially to the right, 
reaching to the right border of the sternum. The pulsations 
were very noticeable in the epigastrium just below the arch 
of the ribs. The sounds were very low and somewhat indis- 
tinct. A mild systolic murmur was heard over the tricuspidal 
valves. Under the ordinary treatment—recumbent position 
with elevation of and ice compresses to the head; cathartics, 
ete.—he recovered rapidly, and ten days afterward the heart 
had subsided to its usual, normal, boundaries. 

Case 2.—A female, aged 23, unmarried, an American of Ger- 
man parentage, worked as teacher for a sewing-machine com- 
pany, her business being to go from house to house where ma- 
chines had been sold, and instruct the inmates in their use. 
This necessitated her being out the greater part of the day. 
During one of these trips she was Overcome, on the street, by 
the heat and lost consciousness. | When [I arrived she com- 
plained of great dizziness, pain in the head, and was somewhat 
dyspneic. She presented practically the same symptoms as 
the preceding patient, and had been under my care some time 
before for catarrhal bronchitis, ete., so I was quite familiar 
with her condition, and the result of the examination of the 
heart was a great surprise to me. Formerly it had been ab- 
solutely normal, but now I found the dulness increased in all 
directions, but chiefly to the right as before, reaching slightly 
beyond the middle of the sternum. The sounds were somewhat 
mufiied, but no murmurs. The pulse was rapid, and of low 
tension. As before, the patient recovered gradually, though 
not so rapidly. In two weeks the heart had gone back to its 
former dimensions, and aside from some dizziness and sensitive- 
ness to the sun, she was as well as ever. 


I have been able to keep both of these patients under 
observation since the attacks, and neither has shown 
any symptoms of “weak heart” since, nor had they be- 
fore. Both are actively employed at work which throws 
some strain on the heart. I am inclined to believe that 
the cause of this acute dilatation may be looked for in 
the nervous system, and that it is a part of the general 
muscular relaxation the result of profound shock. 
Added to this we have a general venous congestion 
which especially overtaxed the right ventricle. 
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RUPTURE OF THE MEMBRANA TYMPANI 
FROM INDIRECT VIOLENCE. 


WITH CONCUSSION OF THE LABYRINTH AND COMPLETE 
DEAFNESS. 


RICHMOND McKINNEY, M.D. 
LARYNGOLOGIST TO THE EAST END DISPENSARY. 
MEMPHIS, TENN. 


On Oct. 29, 1900, there came to my service at the East End 
Dispensary, a negro man, aged 23, with the following history: 
At two o'clock in the afternoon of October 28, a man had 
slipped up behind him and struck him a heavy blow on the 
right side of the head with a wagon-wheel spoke. For at 
least a half hour following this he lay senseless, and when he 
came to and arose to his feet he felt, as be described it, “fool- 
ish.” Blood was flowing from his right ear and likewise from 
his mouth. This discharge of blood continued at intervals for 
some time. The evening of that day he had, as he judged from 
his sensations, a high temperature. 

When I saw the patient on the afternoon of the day follow- 
ing, I found the drum membrane of the right ear to be in this 
condition: The entire membrane, with the exception of the 
membrana flaccida, was congested, it being especially red along 
the lower border, this probably being due to blood stasis in 
this portion of the membrane. The handle of the malleus was 
even more congested than the surrounding membrane. In the 


posterior half of the membrane was a perforation running for 


RUPTURE OF DRUMHEAD. 
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almost two-thirds of its diameter. This perforation was not 
gaping, and was perfectly straight. Bone and air conduction 
were both entirely absent, the patient being completely deaf in 
this ear, There was no tinnitus. I append a drawing of the 
injured membrane. 

After cleansing the ear, I inserted a strip of iodoform gauze, 
and instructed the patient to go home, remain quiet, and return 
the next day. 

The following morning he again presented himself, and 
stated that the night before he had again experienced the sen- 
sation of high temperature, and continued to spit blood. After 
cleansing the ear I found that the discharge of blood from the 
wounded membrana had ceased. There was still, however, 
total inability to hear in this ear. The patient desired to go 
to work, but was instructed to return home and to refrain 
from any unnecessary physical exertion. 

When next seen, on November 2, the perforation in the drum 
had entirely healed. Deafness was as marked as ever. He at 
intervals had continued to spit blood. 

At this writing—November 20—the patient has returned to 
work with a practically perfect drum, but is still stone deaf in 
the affected ear. The expectoration of blood has wholly ceased. 

Although cases of traumatic perforation of the mem- 
brana tympani from both direct and indirect violence 
are not of great rarity, still there are some features of 
this case which render it of more than passing interest. 

As one of these, may be mentioned the continued 
expectoration of blood, and high temperature, which 


might lead one to believe that in this case there was « 
fracture of the base of the skull. The manner and force 
with which the blow causing the injury was used would 
also lead to the opinion of a graver lesion. But this 
has been excluded, I should think, by the subsequent 
history of the case. Another interesting feature is the 
evident concussion of the labyrinth, with marked and 
permanent deafness following. But the most unusual 
and peculiar feature to me in this case was the fact 
that the rupture of the drum occurred in transverse 
relationship to the fibers of the membrana, and was 
perfectly straight and not oval and gaping as usually 
is the case in lesions of this membrane from indirect 
violence. 

It is unfortunate, as concerns the hearing, that the 
therapeutic resources of the aurist do not permit him 
to close his reports of such cases as this with the grati- 
fying words restitutio ad normalem, 

Lyceum Building. 


Intrarectal Urethra for Exstrophy of the Bladder.-- 
Soubbotin, of St. Petersburg, has cured a case of exstrophy of 
the bladder by a method described, in the Semaine Méd, of 
January 23, as extremely satisfactory in the one case in which 
he has had occasion to use it. Through a Kraske posterior in- 
cision the rectum is isolated from the side and two longitudina! 
incisions made in it. The fundus of the bladder is manipu 
lated so as to bring the ostium of the urethra into one of 
these slits, where it is sutured. Two longitudinal incisions are 
then made below this point to the anus, and the edges of the 
flap thus obtained are sutured together above, thus providing 
a tube running from the urethral sphincter to the anus—an 
intrarectal urethra with its own sphincter and the anus intact 
below. 
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EMBRYOLOGY. 

Before considering a congenital deformity of the 
bladder, it will be advisable to review briefly the embry- 
ological development of the genito-urinary system, and, 
of necessity, the embryo as a whole. 

The ovum, a single cell with a single nucleus, soon 
after impregnation becomes, by karyokinesis, a mass 
of cells resembling in shape and appearance a mulberry, 
hence the name, morula. <A clear fluid next accumulates 
in the center of this mass of cells; at first small, but 
gradually increasing in amount. Thus, the morula is 
converted into a globular vesicle, termed the blasto- 
dermic vesicle, the wall of which is at first composed 
of a single layer of cells—ectodermal, but later, a 
second layer of cells—entodermal—is completed. This 
double layer of cells is termed the blastoderm. 

The first result of the segmentation of the ovum is 
the formation of the blastoderm and the disposition of 
its cells into the embryonic layers. At this time 1s 
seen the development of the area germinativa or 
embryonal area, by the accumulation of cells at a 
limited point on the inner surface of the blastodermic 
membrane. It is from this area alone that the body 
of the embryo is developed. The remainder of the germ 
forms what is termed the extra-embryonic structures, 
such as amnion, chorion, and yolk sac. In this germina! 
area there is seen an opaque line called the primitive 
streak. In the streak develops a groove, the primitive 
groove, bordered by two ridges, which will become 
dorsal plates, and, ultimately uniting, inclose a cylin- 
drical space, the tubus medullaris, or the nervous system. 

On cross-section, at this point, there will be seen a 
marked accumulation of cells between the ectoderm and 
entoderm, most noticeable on each side of the anterior 
extremity of the primitive streak. This is the third 
verm layer, the mesoderm. 

The mesoderm at an early stage consists of four parts, 
two on each side: one near the medial line called the 
paraxial mesoderm—primitive segmental or vertebral 
plate—and a lateral plate on each side. The paraxial 
mesoderm undergoes transverse division into cubical 
masses, called mesoblastic somites or primitive segments. 
The lateral mesoderm splits into two layers: 1, outer- 
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parietal or somatic mesoderm; and 2, inner-visceral or 
splanchnic mesoderm. ‘The somatic mesoderm uniting 
with the ectoderm is called the somatopleure. The 
splanchnic mesoderm uniting with the entoderm is 
called the splanchnopleure. 

The cavity existing between the splanchnopleure and 
the somatopleure is the celum, body-cavity, or pleuro- 
peritoneal cavity, which will ultimately become sub- 
divided into the great serous cavities of the body— 
pericardial, pleural and peritoneal. The germ, or germ- 
inal area, at this stage of its development, has the 
shape of a hollow sphere or vesicle. The differentiation 
of its cells into epiblast, endoblast, and mesoblast, has 
taken place. The foundation for every structure of 
the body is well under way and in tangible shape. The 
further growth and development consists chiefly in an 
unequal growth of the different parts; in evaginations 
and invaginations; the furrowing and constricting off, 
of certain areas. 

In considering the further history of the development 
of the embryo, the mesoblast alone will be considered, 
excluding the other structures, because of their lack 
of close connection with the subject. The primitive 
segments are intimately associated with the development 
of the spinal column and muscles of the back; hence 
they will not be included in this review. The lateral 
plates have split into the somatopleure and splanchno- 
pleure, between which is the celum or boy cavity. 
The future development of these two structures is of 
paramount importance in an effort to arrive at a 
thorough understanding of exstrophy of the bladder. 

In the earliest stage, the embryo lies flat on the sur- 
face of the yolk. as a watch-glass, and is not distinctly 
differentiated from the adjacent blastoderm. The cavity 
of the germ is one undivided space. But there soon 
appears the head-fold and tail-fold, and likewise sim- 
ilar lateral folds as if by an invisible constricting band 
which was gradually drawn tight until the large single 
cavity of germ has been divided into two spaces of 
unequal size. The smaller, or intra-embryonal portion 
formed the gut-tract. and the larger, or extra-abdominal 
division constituted the umbilical or vitelline vesicle, or 


yolk-sac, these two cavities uniting at a point which 
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is to become the umbilicus and communicating by means 
of a short canal, the vitelline or omphalo-mesenteric 
duct. These lateral downward folds of blastoderm are 
called visceral plates, and consist of the splanchnopleure 
internal and somatopleure external. The splanchno- 
pleure descends from each side, meets in median line 
and, coalescing, it pinches off a portion of the yolk-sae, 
which is to become the gut-tract and is enclosed in the 
body cavity by the descending and coalescing walls of 
somatopleure. Hence the splanchnopleuric fold out- 
lines and forms the intestinal canal. The somatopleuric 
layer, which accompanies or rather follows the splanch- 
nopleure, constitutes the lateral and ventral body wall 
of the embryo, by fusion in the median line, except, 
of course, at the umbilicus. Failure of these somato- 
pleuric folds to unite in the median line is the cause of 
various deformities, not the most infrequent of which 
is exstrophy of the bladder. 

The allantois must be considered, as it is from this 
embryological structure that the bladder is formed. 
It is an evagination of the splanchnopleure, the gut- 
tract, the same as is the pancreas, liver and lungs. It 
sprouts from the hind gut, at about the same time that 
the amnion is being developed: it is, at first, solid and 
pear-shaped, but soon becomes vascular and membran- 
ous. It projects from the body, through the imperfectly 
closed anterior abdominal wall, into the cavity of the 
amnion and into contact with the false amnion, where, 
by uniting with the vascular system of the mother, the 
placenta is developed. 

Bischotf, Reichert, Remak and others, claim that the 
allantois is of double origin. arising as two separate 
and distinct columns of cells, either solid or hollow, 
from the neighborhood of the Wolffian body, and soon 
coalescing. This order of events has been observed in 
some of the lower animals, but not in man. A human 
embryo of three weeks has been described, with a 
perfect single allantois. The allantois is the chief agent 
of the early circulation; it contains two arteries and 
two veins. The arteries are, at first, branches of the 
abdominal aorta, but subsequently, when the primary 
sorte coalesce. they become branches of the hypogastric 
arteries. 

In the mammals, the extra-embryonic portion of 
allantois contains no cavity. At about the third month 
it is no longer of use and its extra-embryonal portion 
becomes the umbilical cord, its vessels becoming um- 
hilical vessels. 

[ts intra-embryonic portion is divided into three sub- 
divisions: 1. The upper, the urachus, at birth is an 
atrophied cord extending from fundus of bladder to 
umbilicus. 2. The middle third becomes the urinary 
bladder. 3. The lower third becomes, in males, the 
first part of urethra; in females, the entire urethra. 
The proximal portion of the allantois, that is, the part 
intervening between bladder and intestine, is designated 
as the “sinus urogenitalis,” while the caudal end of 
intestine, which is in effect a pouch iw which both 
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allantois and intestine terminate, is known as the 
“cloaca.” 

During the sixth week there appears on the surface 
of body, in the region corresponding to position of the 
cloaca, the cloacal depression, or proctodeum, which 
extends upward, forming the communication between 
gut—entoderm—and_ skin—ectoderm. 

In amphibia, reptiles and birds. also in the lowest 
Inammals, the monotremata, the cloaca is a permanent 
structure. In all mammals, except the monotremata. 
the cloaca undergoes division into a posterior or anal 
‘anal and an anterior or urogenital aperture, opening 
independently on surface of body: the latter in the 
female is the short urethra and fossa of vestibule. and 
in the male is the prostatic portion of urethra. This 
division is brought about by three folds, one from each 
side and one from the point of union of urogenital sinus 
and intestine. These folds coalesce about the tenth 
week and at the time of birth constitute the perineum. 

The embryology of the ureters must also be considered, 
not only because of their intimate relationship to the 
bladder, but also on account of their participation in 
the most modern methods of treating deformities and 
certain diseases of the bladder. The ureters spring 
from the lower end of the Wolffian duct, as an evagina- 
tion or budding, just before it enters the cloaca. The 
Wolffian duct is the first trace of the urinogenital appar- 
atus to appear in the embryo. At first, it is a longi- 
tudinal column of cells, situated between the vertebra! 
plates and the lateral plates and soon becomes hollow, 
its hind end uniting with and opening into the cloaca. 
Its upper end is connected with the pronephron and 
mesonephron, and is not open. Both of these organs. 
in mammals, disappear before birth, and the Wolffian 
duct becomes. in males, the vas deferens, and in females. 
a remnant known as Giirtner’s ducts. The ureter spring~ 
as a bud from the Wolffian duct, ascends through a 
mass Of mesoblastic tissue, called metanephric blastema. 
to the metanephron, or permanent kidney. Here, col- 
lecting-tubules from the ureter grow out and become 
continuous with masses of cells of the metanephric 
blastema, which then differentiate themselves into kid- 
ney tubules. At first, the ureter and Wolffian duct com- 
municate by a common opening, with the intestine, so 
forming a cloaca. but this state of things lasts for a 
short time only. Owing to alterations brought about 
by processes of unequal growth the orifices of the ureter- 
subsequently change their position, so as to open separ- 
ately into the urogenital sinus, and still later by the 
further operation of the same agency, they come to 
open into the bladder, on its dorsal wall, thus gradually 
assuming their permanent location. 

This cloacal stage of the development of the excretory 
apparatus has its counterpart as a permanent and nor- 
mal structure in some of the lower animals. It has been 
held as a general principle that the higher animals, in 
the course of their embrvological development, repeat, 
to a greater or Jess extent. the form of the lower mem- 
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bers of the class to which they belong. This principle is 
well brought out by Gadow, in his work on “The Cloaca 
and Copulatory Organs of the Amniota.” He describes 
in detail these organs in the crocodilia, sauria, ophidia, 
aves, chelonia, monotremata, marsupialia and placenta- 
lia. He shows the gradual tendency toward the separate 
openings: one for the fecal current, and another for 
the genito-urinary secretion, as is found in man. It 
will be seen from his work that the natural cloaca 1s 
quite different from the artificial cloaca, as made by 
surgeons after implanting the ureters into the rectum. 

In the animals in which it exists naturally the cloaca 
is subdivided into three compartments: 1, proctodeum, 
or external portion; 2, urodeum, or middle portion, 
urogenital; and 3, coprodeum, or inner portion. the 
fecal pouch. The middle segment, urodeum, is separ- 
ated from the division above and below by folds of 
mucous membrane which do certainly serve as more or 
less of a protection. The ureters open at the summit 
of a papilla, and in many instances there exists a 
receptacle similar to a bladder. which communicates 
with the rectum. From this it will be seen that the 
kidneys are protected much more perfectly in_ these 
cases than are the same structures in man when the 
ureters are made to communicate artificially with the 
rectum. Then also, the consideration of the normal 
cloaca may efolve a solution of the question: “As some 
of the lower animals, and birds, have the bladder and 
rectum in one cloaca, why can not human beings live 
comfortably in the same condition?” 


In attempting to answer this question, there are 
many explanations which might be advanced, all of 
which are lacking in the one essential, that of being con- 
elusive. The urine of these animals might be antiseptic. 
The feces of these animals might be sterile or non- 
infectious. But that is not the case has been 
demonstrated conclusively. Or. it might be said that, 
owing to the traumatism accompanying the implanta- 
tion of the ureters into the reetum, the manufacturing 
of a cloaca, a locus minorts resistenti@ is established, 
which renders the danger of infeetion of these parts 
more likely to occur—a condition that is never present 
in a natural cloaca. 


such 


Van Hook answers this question, and says: 1. The 
urine of birds is very slightly moist; hence it can not 
‘mechanically carry bacteria to the kidneys, as is the 
case with fluids. This point is not of practical im- 
portance, as micro-organisms extend into solid as well 
as liquid media. Also, infection has not followed in 
animals with a natural cloaca where the urine is liquid. 
2. Birds’ ureters are supplied with mucous membrane, 
evolutionarily accustomed, as it were, to contact with 
infected solids and fluids. ‘This seems to be the only 
rational explanation. and it also explains the fact that 
the liver, pancreas, salivary glands, the middle ear 
and Bartholin glands do not, as a rule, become infected 
from the more or less septic canal into which they 
open. 
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MALFORMATIONS. 

Those organs which are placed in the median line of 
the body are more subject than the extremities to cer- 
tain deviations from the normal development. ‘The 
structures which have a more complicated mechanism 
and those which are formed latest in the stage of devel- 
opment of the embryo, are naturally more apt to be 
interfered with than those the formation of which is 
more simple and earlier in the history of the fetus. 
The bladder is formed late, and owing to its position 
in the median line—this being formed by the fusing of 
the visceral plates, which are comparatively complicated 
and also late in development—is frequently the seat 
of defective development, causing various malformations. 
some of which are consistent, and some inconsistent 
with life, some remediable by surgical means, and some 
not. A failure to complete the anterior wall of the 
trunk is not an uncommon defect, as is seen in cases of 
thoraco-gastro-schesis, thoraco-schesis, and gastro-schesis 
or fissura abdominalis. The latter is seen in different. 
varieties: 1, extending the entire length of linea alba: 
2. congenital hernia funis, at umbilicus; 3, closed at 
umbilicus, defect above; 4, closed at umbilicus, defect 
below. As a rule, Class 4 is associated with exstrophy 
of the bladder. 
bladder is 


The most common deformity of the 


1. Exstrophy of bladder. 
2. Absence of bladder. 


Other malformations are: 
When this exists it is almost 
universally associated with absence or imperfections of 
other important organs or structures, rendering life an 
impossibility. The condition is extremely rare, the 
organ usually being represented by a small overlooked 
pouch or rudiment. One interesting case is recorded 
by Fleury, in which the ureters opened directly into 
the urethra, and the girl lived to the age of 16 or 17 
years. A post-mortem was held and no trace of a 
bladder could be found. 


case. 


Benninger reports a similar 
Bonn records a case in a new-born child in which 
kidneys, ureters and bladder were absent. Gross reports 
a case of marked arrested development in which the 
ureters ended in the gut near its termination, with 
imperforate anus, and the large bowel absent. 
ilar case was noted by Meyer. 


A sim- 
Under this heading 
might be included the peculiar case of Richardson; and, 
according to Chance, a case resembling Richardson’s has 
been observed by Camper. 
of atrophy which was mistaken for absence. 


Wytterhoeven reports a case 
There 
existed a uretero-vaginal fistula for thirty years, causing 
the shrinking of the bladder to the size of a pea. 

3. The opposite condition, that of multiple or super- 
numerary bladder. ‘This is likewise one of exceedingly 
Before we diagnose a multiple bladder, 
each bladder must be found to have its separate ureter, 
and all coats demonstrated. Many of the so-called 
multiple bladders are im reality merely sacculations or 
herniw of the bladder. The following have been re- 
ported: Blasius found a double bladder; A. P. Smith, 
double bladder; Scibelli, triple bladder; Molenette. five: 


rare oecurrence, 
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bladders, six ureters and five kidneys. Sacculation of 
bladder and bilobed or multiple bladder are frequently 
acquired, and not congenital conditions, due to patho- 
logical changes in the bladder wall or interference with 
escape of urine, as in prostatic enlargement or stricture 
of urethra, or due to enlargement of a certain portion 
of the mucous membrane. It is claimed by some authors 
that the bladder originates from a double allantois, 
which owing to arrested development might cause a 
bilobed bladder. A case is mentioned by Heyfelder in 
which the septum was almost complete. Holmes de- 
scribes a cyst which might have been in all probability 
a hernia. 

4. Imperforate bladder or atresia of urethra. This 
condition is very rare. Cases are on record which have 
been associated with exstrophy, and hence are doubtful. 

5. The posterior wall of bladder may be the site of 
the malformation. and the bladder communicating with 
the pelvie cavity, vagina or rectum. This form is un- 
usual. 

6. Both the anterior and the posterior wall may be 
defective. This condition is still more exceptional. 

The urachus is often the seat of arrested develop- 
ment: 1, failure to obliterate at any point, giving rise 
to a urinary fistula opening at the umbilicus; 2, it 
may close at both ends, forming a cyst, which may 
be subdivided into smaller cysts; 3, it may close at 
peripheral extremity. but the remainder be unobliterated 
and communicating with the bladder; 4, it may close 
at visceral end and the remainder being open will cause 
a sinus at the umbilicus. 

The abnormalities of the ureters consist of the fol- 
lowing: 

1. Double ureters are the most common. both of 
which may terminate normally in the bladder; both 
may terminate abnormally, or one may end normally 
and the other abnormally. Again, the double ureters 
vary in shape. ‘Two distinct pelves, with the duets 
uniting at any point on their way to the bladder, may 
enter that viscus through a single orifice. ‘They may re- 
main entirely separate throughout their course; or a 
single pelvis may divide into two. Complete dupliea- 
ture has been reported by Chance, Schneider, Erlach. 
Ramsey and others. 

2. Absence of ureter is extremely rare. Cases have 
been reported by Forster and Bartels. 

3. Abnormal termination of ureter may exist by 
opening into a male genito-urinary organ, namely, blad- 
der; prostatic portion of urethra; seminal vesicle, ejac- 
ulatory duct, vas deferens. In the female, the termina- 
tion may be into the bladder; vagina; vestibule, urethra, 
under hood of clitoris, and Giirtner’s duct. 
mination into the rectum is extremely rare. 


Open ter- 
Such cases 
have been reported by Richardson, Camper, Simon, 
Gross and Meyer. Blind termination of ureter may 
exist as cystic dilatation; or no dilatation, associated 
with absent or atrophied kidney. 
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4. Congenital flexure of ureter may occur with no 
signs of inflammation, and after releasing the flexure, 
the fluid escapes easily—Weigert. These conditions 
are in frequent association with other deformities. 

An explanation of the anomalies of the ureter is 
given very clearly by Fenger. “If the ureter does not 
separate from the Wolffian duct, but remains a branch 
of the latter, the ureter will terminate in the seminal 
passages in man, and in woman in Girtner’s duct. If 
the ureter separates from the Wolffian duct, but does 
not move up into its normal place in Lieutaud’s triangle, 
we will have an abnormal termination, low down in 
the prostatic portion of the urethra. If ureter sep- 
arates from the Wolffian duct without emptying into 
a hollow organ, a blind termination results. If the 
ureter, instead of moving forward into the anterior 
portion of the cloaca, remains at its original location 
in the posterior portion, we find the termination of 
the ureter in the rectum. Double ureters originate 
either as a double branch from the Wolffian duct or 
as a single branch, which later divides.” 

The condition of exstrophy of the bladder includes. 
as a rule, all the cases of gastro-schesis in which the 
fissure is in the lower part of the abdomen. It is seen 
in different varieties or degrees of the same variety: 
1. There may occur no fissure in either abdominal or 
bladder wall, but an absence of symphysis, with hernia 
of the bladder.—Mayo. 2. The bladder wall is perfect 
and protrudes through abdominal fissure or the um- 
bilicus.—Vrolik. To this condition the term “ectopia 
vesice” has been applied. 3. The ordinary form is 
fissure in both abdominal and vesical walls. This form 
has been subdivided by Winkel as follows: Fissura 
vesice inferior, or closed symphysis with defect below : 
fissura vesice superior, or closed symphysis with defect 
above; absence of abdominal wall. of anterior bladder- 
wall, of symphysis pubis with cleft of external genitals. 
This last division he calls “eversio et ectopia vesice.” 
4. Anterior and posterior walls of the bladder may 
both contain a fissure. and thus occur in two halves, 
separated by an opening of the intestinal tract.—Bar- 
tels, Retzius, Friedlander, Rose, Fraenkel, Meckel., 
Vrolek, Foerster, Dietrich. 

To the ordinary form of this defect many names have 
been given: ectopia vesice. ectropium v., eestropia v., 
extroversio v., inversio v., eversio v., fissura v., eversio 
et ectopia v., exstrophy of the bladder, and congenital 
hiatus of bladder. | 

The term “exstrophie” was first applied by Chaussier, 
in the year 1780, and has been almost universally 
adopted at the present time. The words “ectopia vesi- 
e” have been generally accepted as indicative of that 
rare condition described by Vrolik in which the an- 
terior wall of bladder is not defective. 

In the common form of exstrophy the clinical picture 
is so very characteristic that if the treatment was as 
easy to carry into effect as the diagnosis is easy to arrive 
at, the history of this affection would not be such a sorry 


V.3 
190 


Marcu 9, 1901. 


one as regards results in attempts at correction. Ex- 
tensive fissura abdominalis occurs in females almost en- 
tirely. Exstrophy of the bladder occurs with much more 
frequency in the male. Of 68 cases collected by Mr. 
Karle in 1828, 60 cases were in males and 8 in females. 
Holmes in his experience found none in females. Sir 
H. Thompson reported 8 cases, 2 in females. MeWhin- 
ney mentions 7 males and 2 females. Phillips col- 
lected 21 cases in females. Braxton Hicks re- 
ported 14 in males, 2 in females and 4 doubtful. 
Geoffrey St. Hilaire found one-fourth of the cases in 
females. Duncan says this condition is found “more 
often in males because the generative organs are more 
complex. It has been pointed out that deficiencies in 
anterior median line occur most frequently in the male. 
Deficiencies in posterior median line occur with more 
frequency in the female sex.” ‘These cases were fre- 
quently mistaken for hermaphrodites ; or else male chil- 
dren were considered to be females. In 1808. Soden 
reported a case of exstrophy which is of interest, as it 
shows with what difficulty the sex of the individual has 
been decided on in some instances. The patient, 24 
years of age. wore a skirt and was baptized Sarah L——. 
After examination by three medical men, Sarah was 
pronounced a male. In 1860, Buck and Coote wrote in 
the Lancet, under the title, “A Short Account of the 
Post-Mortem Examination of the Body of a Person Who 
for 73 Years Passed for a Female; Congenital Mal- 
formation of Penis, Scrotum, Testes and Pelvic Bones 
with Complete Absence of the Urinary Bladder.” One 
explanation of the discrepancy in the proportion of oc- 
currence in sexes, is that, cases in the female were not 
recorded. Owing to the natural modesty of the sex, 
here was less of an inclination to let the matter be- 
come known. As misleading features, might be men- 
tioned the dress, usually that of a female; small testes 
lost in large labial folds of skin; the width of hips, 
causing the waddling gait, which is an exaggeration of 
the female gait; and the feminine mode of micturi- 
tion, in those cases in which the urine is retained for a 
short space of time in the dilated ureters. 

This deformity is not incompatible with a compara- 
tively long lease of life, and even in some cases with the 
power of reproduction. In the male the sexual po- 
tentiality is usually absent, if not sterile, the abnor- 
mality rendering him impotent. In the female con- 
ception and delivery is sometimes possible, as in cases 
recorded by Huxham and Bonnett, Thiebault, Ayers, 
and Hamilton. Many of these cases die in infancy, but 
judging from the literature, the majority reach adult 
life, and cases are on record in which the age of 40, re- 
ported by Bartholin; 46 and 49, by Quatrefages; 71, 
by Flajain; 73, by Coote. and 80 years, by Hamilton, 
have been reached. 


The patient is usually seen during infaney or child- 
hood, with a tumor presenting in the median line of the 
hypogastrium, at the site of the mons veneris.—See 


Fig. 1. 


This tumor is a red vascular, round or ovoid 
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projection, which has at different times been mistaken 
for hernia, nevus and malignant tumor. Frequently 
this mucous eminence is divided into two, by a longi- 
tudinal narrow ridge, extending from top to bottom. 
This bilobed appearance was noticed by Champney, 
Chaussier, Breschet and St. Hilaire. It has been 
pointed out as a factor in favor of the theory that the 
bladder arises in two halves, which ultimately unite. 
This condition is one step in advance of those cases 
reported by Bartels, Rose and others, in which the blad- 
der has not united and was in two halves, the halves 
being separated by an abnormal opening of the in- 
testine. 

This elevated mass is, in reality, the mucous surface 
of the posterior bladder wall, which protrudes where 
the anterior bladder and abdominal walls are absent. 
This defect in the anterior wall of the bladder was 
formerly described as a cleft. enon, in 1761, observed 
and placed stress on the point that all of the anterior 
wall was wanting; that, as a matter of fact, but little 
more that the trigone remained. The degree of eleva- 
tion depends on the intra-abdominal pressure. The rectt 
muscles being separated, there is present a weakness in 
the abdominal wall at this location, a ventral hernia, 
as it were. Similar to other hernias, this swelling de- 
creases or increases in size and volume, in accordance 
with the position and the movements of the patient. 
When standing it is more marked that when lying down 
and when straining, such as in coughing. sneezing, ery- 
ing, defecating. etc., it becomes much more prominent. 

The size of this swelling varies. In infants it is 
usually no larger than a walnut, but with advancing 
years it increases, and in adults may attain the size of a 
fist, from 2 to 3 inches long by 4 to 5 inches wide (5 to 8 
by 10 to 12 em.). The color is usually of a bright-red 
and is almost constantly varying slightly, owing to the 
external agencies which are always irritating this tender 
surface. At the edge of this mass, the margin where 
the mucous membrane passes into epidermis, is seen a 
boundary line or zone of smooth bluish tissue, such 
as is seen at the edges of the fissure in cleft-palate and 
hare-lip. In some cases this edge presents a margin of 
dense contracted connective tissue, evidence which has 
been claimed by some as a prenatal attempt at repair 
and cicatrization on the part of nature. The surface, 
as said above, is composed of mucous membrane, the 
“stratified, squamous or transitional” type of epithe- 
lium. The mucous membrane, as a rule, retains its 
characteristics and does not change as much as would 
naturally be expected, but persists as mucous mem- 
brane for many years, notwithstanding its location on 
an exposed part of the body, where mucous membrane 
is not found under normal conditions. 

As bearing on this point, there might be mentioned 
the case operated on by 'T. Smith, in which he trans- 
planted the left ureter into the colon. Afterward 
he noticed that the left side of the exposed mucous 
membrane of the bladder underwent a change in 
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appearance, “having become much lighter in color 
That this 
exposed mucous membrane is kept continually moist 
may be the reason for its persisting as such. It 
is strange that in his case the urine from the right 
ureter should not have exerted an influence on the left 


and somewhat cutaneous character.” 


side; for in the ordinary cases of exstrophy, a large 
portion of the mucous membrane is above the ureteral 
orifices; yet if maintains the characteristic features of 
mucous membrane. In the young it is tender and may 
bleed profusely on slight provocation. but soon be- 
coming somewhat accustomed to the circumstances in 


PLATE I. 


Exstrophy of Bladder. After Herezel, ) 


which it finds itself, its vascularity diminishes and the 
surface becomes quite tolerant of the unavoidable irrita- 
tion, and the wall becomes quite hypertrophic. From 
the surface. usually at its lower portion, is observed the 
escape of the urine, which may dribble away almost 
constantly, or be expelled in smal! jets at irregular in- 
tervals. If in jets, it is almost certain that the ureters 
are more or less dilated. The ureters in many cases are 
dilated, as is also the pelvis of the kidney. Cooper 
mentions an instance where the ureter was larger than 
the rectum. Méorgelin reports a similar condition. 
Petit cites an instance where the dilatation was to an 
extent of 2 inches in diameter. Thilow relates finding 
the ureter very large, and Oliver reports a case of the 
ureter being as large as a child’s intestine. Meckel 
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says the ureters are often found dilated in other varie- 
ties of congenital deformities, as, for instance, in a case 
of an acephalous monster. in which the genito-urinary 
apparatus was otherwise normal. He claims that this 
dilatation of ureter might be due to some cause other 
than obstruction. 

The course of the ureter in exstrophy is somewhat 
altered from that taken under normal circumstances. 
The eul-de-sae between the rectum, or uterus, and blad- 
der is greatly enlarged inferiorly and anteriorly, owing 
to what is practically an absence of the bladder from 
the pelvic cavity. They enter the bladder from below. 
after descending into this deep cul-de-sac, and then 
ascending to the bladder. Normally, they descend com- 
paratively straight from kidneys to bladder. 

Qn close examination, it will be seen that the urine 
makes its exit from two small pyramidal prominences : 
at the apex of each will be found a larger or smaller 
opening which is the orifice of the ureter. It will be 
noticed frequently that there is no umbilicus; if pres- 
ent, it is only a flat pigmented spot. This absence give~ 
to the abdominal wall above the exstrophy a most pecu- 
liar appearance. 

Wood calls attention to the crescentie border of cica- 
tricial tissue to be felt and seen immediately above the 
tumor mass, which he considers to be the upper or 
omphalo-mesenteric portion of umbilicus. A case is 
on record by Champneys where the umbilical cord was 
divided in two just before reaching the child’s body: 
and another case by Dietrich, where two umbilical cord 
‘an separately to the placenta. According to Duncan, a 
similar instance is spoken of by Littré. The pubic 
bones are separated at the symphysis to the extent of a 
few inches, or the bodies of the pubes are absent, the 
rami being connected usually by a band or bands of 
firm connective tissue—See Fig. 2. A faet relative to 
this point is that in birds which have a cloaca the svm- 
physis is absent. 

Divarication of the pubie bones, or cleft symphysis. 
is commonly said to be an invariable sign in exstrophy 
of the bladder; but cases are on record where the 
symphysis was perfect, as noted by Coates, Draman. 
Roose, Walther and Quatrefages. Exstrophy may exist 
without cleft symphysis: so cleft symphysis may exist 
without exstrophy, as stated by McWhinney, Meckel. 
Vrolik and Mayo. Exstrophy with cleft symphysis i- 
the ordinary form. Exstrophy with perfect symphysi- 
is an uncommon occurrence, as in the case of Coates and 
others. No exstrophy with cleft symphysis is also un- 
common, as in the case of MceWhinney and others, while 
no exstrophy with perfect symphysis is the normal con- 
dition. 

This separation of the pubic bones causes a separa- 
tion of the recti abdominales muscles. This is noted 
especially above the exstrophied mass, extending up to 
the ensiform, where a flat, hard and resisting surface 
can be felt 5 to 8 em. (2 to 3 inches) wide at the bot- 
tom, becoming narrower as it ascends. This is the 
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connective tissue of the enlarged and thickened linea 
alba; the skin over this seems perfectly normal. 

The thighs are separated farther than they are nor- 
mally, owing to the cleft symphysis. When coupled 
with a bending forward of the body trunk, in an effort 
to protect the sensitive mass in the pubic region, it 
makes the gait a very characteristic one, and if once 
observed will be easily recognized on another occasion. 
The distress of the patient is both physical and mental. 
physically from the constant flow of urine and from 
the irritation caused by rubbing of the clothing. The 
irritation is not confined to the tender exposed mucous 
lining of the bladder, but often causes intertrigo, derma- 
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worth the living. The individual thus afflicted is 
usually normal in other respects and enjoys good health. 
This fact makes his isolation all the more pitiable. On 
account of the constant escape of urine, the clothing 
is saturated and the odor is almost unbearable to all 
but the patient, whose sense of smell seems to have be- 
come “acclimated,” as it were. The penis is rudimen- 
tary, short and broad, and is attached to the bladder 
near the openings of the ureters, with an epispadius 
more or less complete. John Wood states that epispa- 
dius is always an accompaniment, and cites one case 
where only the anterior part was epispadiac, the pos- 
terior portion of the urethra being closed.  Wiister re- 
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Skiagraph, showing Separation of the Pubic Bones in Case of Exstrophy of the Bladder. 


titis, and eczema of the surrounding skin, most usually 
of the thighs. The papillary orifices of the ureters are 
irritated by friction of clothes or other cause. ‘These 
orifices present a warty appearance and may be seen to 
discharge pus or muco-pus. This appearance is aptly 
likened by Wood to the granular conjunctiva induced 
by entropion of the eyelids. This irritation and inflam- 
mation of the ureteral orifices produce the ordinary ef- 
fects of obstruction, as is seen by dilatation and hyper- 
trophy of ureter, pelvis and kidney. It is similar to the 
condition in ordinary pyelonephritis or surgical kidney, 
and in ascending infection of kidney in cases of cystitis. 
Mentally, he must suffer, for owing to his pitiable con- 
dition, he is excluded from society and from all the 
ordinary pleasures which are supposed to make life 


(Dr. Weiner’s Case.) 


ports a case of exstrophy in which the penile portion of 
urethra was closed, and on the dorsum of the penis a 
white cicatrix was visible. As a rule, it can be said 
that epispadius does exist without exstrophy; exstrophy 
does not exist without epispadius. The verumontanum 
and the openings of the ejaculatory ducts are to be seen 
in the bottom of this epispadiac groove, the imperfectly 
formed urethra. The testicles may be descended or un- 
descended; either in the abdominal cavity, inguinal 
canal or scrotum. The latter may be divided or im- 
perfect. 

Herniw are not infrequently found in conjunction 
with exstrophy, either a single or double inguinal or 
ventral. The perineum is usually defective. The anus, 
being located immediately behind the scrotum, is often 


~ 
of > 
36 
j 
901 | 
i 
' 


644 


imperforate, but more often perforate, with prolapsus. 
There is also present a general looseness of the mesen- 
tery of the large bowel and duodenum. The pouch 
of peritoneum, cul-de-sac of Douglas, descends deeply 
between the front of rectum and the posterior surface 
of bladder. 

In the female, associated with the exstrophic tumor, 
the clitoris and labia may be found in a malformed or 
immature condition. There may be present prolapsus 
uteri, owing to the pelvic floor being weakened by the 
divarication of the symphysis. An exstrophied bladder 
may become carcinomatous, as in a case mentioned by 
Kelly. In a young male cat with exstrophy, dissected 
by Geoff. St. Hilaire, the conditions were found to be 
the same as in man. 

ETIOLOGY. 


The cause of the deformity termed “exstrophy of the 
bladder” has thus far been a matter of conjecture; and 
at the present time, nearly two hundred years after 
the detailed description of this condition by Mowatt, no 
theory meets with universal approval. In 1877, Francis 
Champneys, in reporting a case, delves into the then 
existing literature on the subject very extensively, and 
devotes considerable attention to the different ideas ad- 
vanced in attempting to explain the existence of such a 
defect. Among the causative factors may be mentioned, 
not on account of any scientific value, but merely as 
interesting facts or coincidents, the few cases of so- 
called “maternal impression.” One woman, who was 
employed in eviscerating geese during her pregnancy, 
gave birth to a child with exstrophy of the bladder. An- 
other woman, one of the mob during the “reign of ter- 
ror” in Paris, gave birth to a child with a similar de- 
fect. In another instance. a wife fel] from: a tree, 
alighting on her coecyx, and in describing her sensa- 
tion, said that she “felt as if her insides were being 
forced out in front.” Shortly after the accident she 
was confined, the offspring being perfect in every detail 
except the presence of an exstrophied bladder. And, 
also, the case reported by Mowatt where the mother had 
been struck by a cow’s horn and “the fright remained 
with her and did terrify her sometimes in her sleep.” 
An allied interesting case is recorded which may be 
termed one of “paternal impression.” Shortly before 
the birth of a child the father dreamed that his son 
came to him and showed him the bleeding stump from 
which his external genitals had been removed. The 
child on delivery was found to have an exstrophy of the 


bladder. 


But, passing from the fanciful to more substantial: 


reasoning, many theories are to be found. They may 
all be classified under the three general headings of 
mechanical, pathological, and arrested development. 

1. Mechanical: Breschet considered as the etiological 
factor the bursting of the bladder due to distention or 
fetal movement. 
as follows: imperforate urethra, distention from reten- 
tion, divarication of pubic bones, and rupture of blad- 


Dunean placed the order of sequence 
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der. Foerster places the cause with the accumulation 
of fluid in allantois, preventing the closure of the ab- 
dominal wall over it. Creve thinks it is due to separa- 
tion of the pubie bones. Roofe supposes the cause to 
be due to external injury, separating at the same time 
the bones of the pubes and bursting the bladder. Rose 
found the right kidney in the pelvis. Ahlfred regards 
as a cause the rupture of the exposed and distended 
allantois, the excretory duct of which has not been 
formed. Rolgans states that it develops at the end of 
the fourth month of fetal life, and that pressure of the 
umbilical cord against the anterior abdominal wall, 
as the fetus is head downward and the cord between the 
legs, would be a causative factor. Morgelin considered 
obstruction of the urethra sufficient cause, the obstruc- 
tion and distention beginning before the visceral plates 
have fused to form the abdominal wall. He believes 
also that adhesions of the bladder to the yet ununited 
abdominal wall have more to do with failure to close 
than rupture of the bladder from obstruction of urethra. 
Chance deemed as a cause over-distention of the allan- 
tois, followed by rupture. 

2. Pathological: Velpeau and Benjamin Phillips lay 
stress on the extreme thinness of the abdominal wall in 
the early stage of its development, and believe that 
then laceration or ulceration takes place, causing the 
defect. They also look on the absence of the symphysis 
pubis, not as a divarication, or simple absence, but as a 
necrosis of bone. They call attention to the cicatricial 
boundary. Chaussier notes failure of the abdominal 
wall to develop perfectly, then destruction of the an- 
terior wall of the bladder. Wood usually found ad- 
hesions of the anterior abdominal wall to fetal mem- 
branes “due to inflammatory or degenerative processes 
arising from specific diseases,*such as syphilis, ete.” 
Perls asserts the cause to be the presence of adhesions 
between the lateral plates and the amnion. 

3. Arrested Development: Vrolik says: “It can only 
be explained by an imperfect development of the urinary 
bladder from the allantois. It is not improbable that 
the urinary bladder is formed by two half parts, which 
approach each other anteriorly and posteriorly on the 
mesial line. If this juncture does not occur, the dif- 
ferent forms of vesica inversa will occur.” Meckel 
says that the bladder is originally a flat surface, the 
edges subsequently uniting. Failure of this union of 
edges is given as a cause. Fyres gives as a cause de- 
ficient development of the urachus—allantois. Bartels. 
in his case, found an abnormal opening of intestine 
separating the two halves of a double exstrophied blad- 
der. He believes the allantois to be developed in two 
halves, and in this case, the cause was said to be due 
to an abnormal development of the intestine occurring 
before the two halves of allantois had united. Geoffrey 
St. Hilaire and Vrolik, because of the following co- 
existing malformations, considered the defect to be due 
to arrested development: fissures of head and face, 
umbilical hernia, abnormalities of intestine, imperforate 
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anus. spina bifida, bilobed appearance of the bladder in 
some instances, other defects in genito-urinary organs, 
occasional absence of the umbilical artery, fissured dor- 
sal vertebra, confluent toes, talipes, and genu valgum 
or varum. Reichel ascribed as a cause arrested develop- 
ment occurring in first weeks of fetal life, as a result 
of disturbances in formation of primitive streak, that 
is, coalescence of the borders of the primitive groove 
does not take place. or is defective. 

This large number of various explanations is in itself 
sufficient to show that the causative factor or factors 
have not vet been pointed out. Many of these theories 
are at once seen to be based on a limited or imperfect 
observation of the cases or the literature. To the ex- 
planations classed under the heading of mechanical, the 
following objections have been raised: The bladder 
would be stronger than the abdominal wall. If the 
bladder ruptures, why should it always do so in the 
anterior wall and in a superior and inferior direction, 
while in adult life, when it occurs, as a rarity due to 
direct force or over-distention, in the majority of cases 
it extends from the insertion of the urachus down in 
the posterior wall, and the abdominal wall is never rup- 
tured? The rupture need not be large, as a small open- 
ing relieves the pressure at once. Imperforation of the 
urethra does not occur; the urethra is too patent. Di- 
varication of the pubic bones is not always present. No 
information is given as to how this injury to fetus causes 
this deformity. Pressure sufficient to cause atrophy of 
tissue in the abdominal wall would also be sufficient to 
stop or interfere with the circulation in the cord. If 
this pressure is the cause, why is the exstrophy so often 
associated with other deformities? Why is the defect 
so large as compared with the diameter of the cord and 
the area that it would press on? No case was found 
on record where the cord had exerted this pressure, 
and even partially produced this condition. 

The objections to a pathological factor in etiology 
may be given as follows: This cicatricial appearance is 
seen in other deformities, such as hare-lip, and does not 
of necessity mean previous pathological change unless 
it should also apply to other deformities. If it is due 
to ulceration, why does not, occasionally at least, the 
intestine intervene between the bladder and abdominal 
wall and so fill in the gap or take part in the line of 
union? As a rule nothing except the deformity points 
to inflammatory change. That the os pubis is destroyed 
is very doubtful, and is not confirmed by any other in- 
vestigator. Adhesions are not usual, and according to 
the majority of writers, syphilitic children are not 
prone to this deformity. 

Under the caption of arrested development Meckel’s 
embryology is not consistent with the facts. As to the 
others, under this heading, very little can be said, be- 
cause no reason is presented for the sudden arrest of 
Nature’s handiwork. It is found that the only theories 
which can be considered seriously are those which come 
under the heading of arrested development. Those 
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falling under either the mechanical or pathological, or 
even combinations of these, have been shown to have 
some serious objection. Unfortunately, after having 
arrived at the conclusion that arrested development is 
the cause of exstrophy of the bladder, no more is known 
than before. And, for this conelusion to be of any 
practical value, the reason for Nature’s stopping be- 
fore her work was completed must also be known. 

The causative factor in the formation of exstrophy 
of the bladder may or may not be of any practical im- 
portance after it is discovered and made evident to the 
profession. ven if the etiology is known, it may not 
be possible to follow that rule which has become axio- 
matic and universally in force in the practice of medi- 
cine and surgery, namely, “ascertain the cause and then 
remove it.” But, knowing the manner in which the 
malformation is formed, the surgeon in all probability 
will be better able to operate in an effort to repair the 
defect, as is done in hernia; in the latter the philosophy 
of the process is known, yet it is impossible to prevent 
its occurrence. 

ANATOMY AND HISTOLOGY. 

The bladder varies in shape, size and position accord- 
ing to the degree of distension. When contracted it is 
of triangular form, its cavity assuming a Y or T shape. 
and is almost hidden in the pelvic cavity. When mod- 
erately full it becomes rounded, and if completely dis- 
tended it is of an ovoid shape, with the larger end 
below and posterior, and the smaller end above and 
anteriorly. A line through its long axis would start 
from a point between the umbilicus and symphysis (de- 
pending on the degree of distension), going in a direc- 
tion downward and backward, and would strike the tip 
of the coecyx. The average capacity of the bladder is 
one pint, though, of course, under pathological condi- 
tions too numerous to mention. this capacity may vary 
from eight or ten pints to that of a few ounces. The 
normal capacity, according to Hunner and Lyon in a 
recent and excellent work on mensuration and eapacity 
of bladder, is 430 e.c. 

The relations of the normally-formed bladder are of 
importance from a surgical standpoint. Anteriorly, the 
bladder is in relation with the triangular ligament of 
the urethra, subpubie ligament, symphysis and body of 
pubis and, if distended, with the lower part of the an- 
terior wall of abdomen. The wall of the bladder is 
separated from these structures by loose areolar tissue 
and connected to the pubic bones by means of bands 
of fascia, designated in this location as the anterior true 
ligaments—pubo-prostatic, or pubo-cystic lgaments. 
Posteriorly it is in relation, in the male, with the rec- 
tum; in the female, with uterus and vagina; in both, 
loops of small intestine may intervene. Superiorly it is 
in relation with the abdominal or peritoneal cavity, the 
urachus, and loops of small intestine. Inferiorly it lies 
over the urethra and prostate. Laterally, the sides, 
when distended, are rounded and prominent. When 
empty, they are merely curved edges. At the upper part 
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it is in relation with the peritoneal cavity and loops of 
small intestine; in males with the vas deferens; in 
females, the viscus is connected with the fascia by means 
of loose areolar tissue, which is continuous with the 
broad ligaments. Each side is crossed obliquely by the 
obliterated hypogastric artery, which joins the superior 
vesical artery and also serves for attachment. 

The bladder, though a movable, or rather a distensi- 
ble, organ, is held quite firmly in position by means of 
true and false ligaments. The true ligaments, so called 
because formed of folds of rectovesical fascia, are five 
in number: two anterior ligaments, extending from 
pubes; two lateral ligaments. extending from lateral 
wall of pelvis, and one, the urachus, serving also as a 
ligament. ‘The false ligaments, formed by folds of peri- 
toneum, are also five in number: two posterior, from 
sides of rectum or uterus, form the lateral boundary of 
reco-vesical fold of the peritoneum, and contain the 
ureters and obliterated hypogastric arteries. The two 
lateral are reflected folds of peritoneum from the iliac 
fossa; and one superior, a fold of peritoneum extend- 
ing from the fundus to the umbilicus. covering the 
urachus and obliterated hypogastric artery. 

The base of the bladder is a very important part of 
the organ. In the male it is triangle-shaped, bounded 
at the sides by lateral surfaces: in the front by the 
base of the prostate, and behind by the cul-de-sac formed 
by the rectovesical fold of the peritoneum. Behind the 
prostate are the vesicule seminales and vasa deferentia. 
The base of bladder is directed backward as well as 
downward and rests on the second portion of the ree- 
tum, to which it is adherent by dense fibro-areolar tis- 
sue. The bladder may be punctured through the rectum 
at this point without injuring the peritoneum. But in 
exstrophy the peritoneum dips down much deeper, as 
was found in Llovd’s case. In the female, it is separated 
from the rectum by the vagina and cervix. This part 
of the organ adheres to the vagina, its relationship de- 
pending on its degree of distension. The “neck of the 
bladder” is a phrase used to designate the junction of 
bladder and urethra, and by some anatomists to include 
the prostatic portion of the urethra. It is the lowest 
portion of the bladder when the individual is standing 
erect. 

Blood-supply.—The arteries are the superior vesical 
and the obliterated hypogastric: the inferior vesical, 
which usually arises from the superior vesical: the mid- 
dle vesical: the obturator, which gives off a visceral 
branch: and the sciatic. which occasionally does the 
same. All of these arteries arise from the anterior 
trunk of the internal iliac. The veins do not aecom- 
pany the arteries constantly. They form an irregular 
and inconsistent network of vessels, which surround the 
lower part of the viscus more abundantly than_ its 
fundus—the vesicoprostatic plexus. These veins all 
terminate in the internal iliac vein. 

Lymphatics.—These vessels arise from the entire sur- 
face of the organ, chiefly on the posterior surface and 


ENSTROPHY OF THE BLADDER. 


Jour. A. M. A. 


neck, and run beneath the peritoneal coat through small 
glands to join others from the prostate; they finally 
enter the internal iliac glands. 

Nerve-supply.—The bladder is in communication 
with the central and sympathetic nervous system by 
means of the sacral plexus of the former and the hypo- 
gastric plexus of the latter. The nerves arising in the 
hypogastric plexus have been traced almost exclusively 
to the fundus of the bladder; those originating in the 
sacral plexus, and especially the branches of the fourth 
sacral nerve, are distributed to the neck and base. Some 
of these nerves are distributed to the muscular coat and 
others to the mucous membrane. Microscopic ganglia 
are found along the course of the nerves in the bladder. 

The wall of the bladder is composed of the follow- 
ing layers from without inward: 1, serous; 2, longi- 
tudinal muscular: 3, circular muscular: 4, submucosa, 
and 5, mucosa. 

1. The serosa or peritoneal is not complete. The an- 
terior surface is almost entirely devoid of peritoneum 
when the bladder is empty. The peritoneum is re- 
flected from the bladder to the anterior surface of the 
abdominal wall. where it changes from visceral to pari- 
etal peritoneum. When the bladder is distended the 
urachus is not sufficient to prevent the falling down of 
the peritoneum as a cul-de-sac, and eovering a large 
part of the superior portion of its anterior wall. This 
space, anterior to the wall and below the peritoneum. 
was first described by Retzius, and hence is called cavum 
Retzii, and is of great importance in cystotomy by 
means of the suprapubic incision. Laterally, the serous 
coat does not invest the entire surface, being absent 
below the obliterated hypogastric arteries. The pos- 
terior surface is entirely covered by the peritoneum. 
The base is only partly covered by this outer coat: it 
is absent where the bladder and rectum (or vagina) are 
in intimate relationship. The structure of this mem- 
brane is necessarily the same as the serous membranes 
in other parts of the body. It is composed of a layer of 
endothelial cells resting on a layer of connective tissue. 

2. The longitudinal coat is composed of unstriped 
muscular fasciculi. It is separated into more or less 
perfect subdivisions of outer, middle and inner layers. 
The outer longitudinal layer originates from the body of 
the pubes—musculo-pubo-vesiculis—and extends up the 
anterior surface, over the summit and down posterior 
surface. becoming attached to the prostate, or in front 
of the vagina in the female. The fibers are somewhat 
oblique on the sides, and of course overlap each other. 
This laver has been named the “detrusor urine.” Mer- 
cier ascribed to this muscle a double function: a, to 
force the urine toward the neck of the bladder, and /, 
to open the orifice and keep it so during the act of mic- 
turition. 

3. The cireular muscular or the middle layer is not 
particularly noticeable over the body of the bladder, 
but at the neck the fibers unite, forming the circular 
hand of muscle galled the sphincter vesice. The mus- 
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cular fibers of the neck have been described as descend- 
ing into the urethra, or into the verumontanum or 
capus gallinaginis of the urethra. It is supposed that 
this structure acts as a valve to the urethra, falling down 
into the tube and obstructing it when the sphincter is 
closed and rising up so as to stand erect in the middle 
line, thus allowing the urine to flow by during the act 
of micturition. The internal longitudinal layer is thin 
and inconspicuous, except where two oblique bands of 
fibers originate behind the orifices of the ureters and 
converging become united and are inserted into the 
prostate gland or vagina. These were called “muscles 
of the ureters” by Sir C. Bell, and are supposed to main- 
tain the obliquity of the ureteral insertion while the 
bladder is contracted, thus preventing regurgitation. 

!. The submucosa is not very marked and consists of 

an interlacing of very loosely connected areolar tissue 
connecting the muscularis and mucosa in such a man- 
ner that the latter may be able to move considerably 
over the former. Within this layer are found the ves- 
sels and nerves which supply the mucosa. 
5. The mucous membrane of the bladder is continu- 
ous with that lining the ureter and urethra. It is com- 
posed of epithelium in layers of cells, each stratum 
being composed of cells differing in size and shape from 
those of the other layers. In the deeper layer, that 
which rests on the submucosa, the cells are roughly 
columnar in shape; in the middle layers, more round 
or ovoid, and in the superficial layers the individual 
cells are distinetly squamous in configuration, the so- 
called “transitional or stratified squamous epithelium.” 
The mucosa is connected to the muscularis loosely by 
the submucosa. and hence is capable of a limited inde- 
pendent motion. If the viscus is empty the mucosa is 
usually thrown into folds, which are not permanent, as 
they disappear on distending the bladder. At one situa- 
tion, the triangular area at the base, these folds or 
ruge do not appear, owing to a more firm attachment 
‘to the muscularis. The mucous membrane shows no 
villi. Small racemose glands are to be found, especially 
at or near the orifice of the urethral opening. Small 
lvymph-follicles are also present in the mucosa of the 
bladder. 

The inner surface of the bladder presents at its base 
the trigone, trigonum vesice, or “triangle Lieutaudii.” 
‘This is, as the name implies. a three-sided space, with 
its apex located behind the urethral orifice, and its base 
bounded on each side by the openings of the ureters. 
This space is almost an equilateral triangle measuring 
about 114 inches (3 to 4 em.) on each side. The mucous 
membrane over this area is bound quite firmly to the 
muscularis and presents no ruge. Immediately behind 
the posterior border of the trigonum the base of the 
bladder is normally more or less sunken, and is termed 
by the French the “bas fond.” In cases of hypertrophy 
of the prostate or muscular atrophy or weakness this is 
the region which becomes deeper and is the seat of re- 
tention with its chain of symptoms and often of calculi- 


EXNSTROPHY OF THE BLADDER. 


formation. In many cases an increased thickening of 
the submucosa, causing an elevated ridge of mucous 
membrane extending from the trigonum forward to the 
urethral orifice, is present, which has been called the 
uvula vesice. This divides the bladder into two halves, 
Which may have something to do with embryologic for- 
mation. 

The openings of the ureters into the bladder are 
quite peculiar and of the greatest surgical importance. 
The ureters are inserted into the bladder obliquely, ac- 
cording to Cabot, extending obliquely for the distance 
of 1 to 1.5 em. between the mucosa and the muscularis. 
The opening on the mucosa is one at each superior angle 
The orifice is at times difficult to 
locate. owing to lack of any visible opening and little 
At other 
times the opening is at the tip of a prominence, the 


of the vesical trigone. 
or no change in the surrounding mucosa. 


“mons ureteris” of Kelly, or it may be in a more or less 
distinct depression. Kelly found in voung nulliparous 
women, at the ureteral opening. a small round dark 
This 
oblique insertion is supposed to act as a valve in pre- 
venting regurgitation. 


point, which was never observed in multipara. 


The peculiar museular bands 
described as running from the ureteral orifices to the 
prostate were supposed to be for the purpose of main- 
taining this oblique insertion even with marked con- 
traction of bladder. ‘The first to point out this valve- 
like action of the ureteral insertion was J. L. Petit, a 
Frenchman, who early in 1700 called attention to the 
fact that when the viscus was dilated the anterior wall 
of the duct was brought foreibly into contact, and held 
so, with the posterior wall of tube. thus sealing effee- 
tually the opening and preventing any back-flow. The 
fact of dilatation of ureters and pelvis of the kidneys 
was rationally explained by stating that the inferior 
crifice was closed; hence, urine could not escape as it 
was secreted from the kidney, and as the gland con- 
tinued to functionate necessary dilatation of duct and 
pelvis occurred. This was accepted as an established 
fact for many years. With increase in knowledge and 
more accurate methods of observation it soon became a 
well-recognized fact that inflammation of the ureter 
and kidney did take place as a result of cystitis. These 
facts led to experimentation on the lower animals. 
Lewin and Goldschmidt, in 1893, reported experiments 
made on dogs and rabbits. Colored fluid was injected 
into the normal! bladder, and the colored particles after- 
ward found in the ureters and pelves of the kidneys, 
in all probability carried there by an antiperistaltic 
movement. Courtade and Guyon repeated the above 
experiments with the same results, but noted the fact 
that the regurgitation océurred with jess frequency in 
dogs, where the muscular development more 
marked. Kelly, in recording his own observations on 
the reflux of air into the ureters, has noticed this phe- 
nomenon in at least twelve cases. The air enters with- 
out being perceived, but it soon becomes heated and 
then escapes in visible bubbles at the ureteral orifice. 
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He says in conclusion: “The fact that gas will enter 
the ureters simply shows that they are not air-tight 
under some conditions, and does not prove in any way 
that they are not water-tight under physiological con- 
ditions.” These experiments, accompanied by observa- 
tions, have caused it to be an acknowledged fact that 
regurgitation may and does occur, but not under normal 
conditions. When it does occur there is some patho- 
logical activity in the vicinity; or the fact that regurgi- 
tation does take place, if not followed by pathological 
change, will not be noticed. The experiments above 
cited demonstrate conclusively that regurgitation may 
and does occur in the normal bladder of the lower ani- 
mals. Under normal conditions, if the valve becomes 
defective and nothing but plain non-infected urine re- 
gurgitates, no more damage is done than when the 
urine secreted by the kidney can not escape and there 
is resulting dilatation of the ureter. 

But if septic matter, infectious material, is in the 
bladder, then the necessity under this abnormal patho- 
logical condition for a perfectly working valve is im- 
perative. The experiments with clinical experience 
show conclusively that this valve is sometimes defec- 
tive. The importance of the ureteral valve can not be 
overestimated, and certainly should be considered care- 
fully before attempting implantation of this valve into 
a septic cavity like the rectum, sigmoid or colon. An- 
other valve, like unto this, is sometimes defective, 
namely, the opening of the ductus communis choledo- 
chus, the mechanism of which is quite similar. It has 
been clinically established that this orifice is many times 
at fault, as in catarrhal cholangitis. 

The ureter claims our attention when considering 
exstrophy of the bladder. It is a muscular tube 25 to 
30 cm. (10 to 12 inches) in length, extending from the 
kidney to the bladder. On account of the higher posi- 
tion of the left kidney, the left ureter is longer than 
the right. The diameter is about that of an ordinary 
goose quill, 5mm.; but this is only an average diam- 
eter. and is not uniform, the tube presenting three 
quite constant points at which a diminution in the 
caliber will be found: 1, at a point 3.5 to 5 em. (11% 
to 2 inches) from pelvis of kidney; 2, the place where it 
crosses the iliac artery, and 3. at the junction of its 
pelvic and visceral portion. The duct runs a sigmoid 
course, its length exceeding the shortest distance be- 
tween kidney and bladder. At the pelvis, on a level 
with the spinous process of first lumbar vertebra, the 
ureters are 9 cm. (315 inches) apart; at the ileopec- 
tineal line, 6 em. (2% inches): at ischial spines, 10 
em. (4 inches); at entrance into bladder, 4 em. (114 
inches). On account of this tortuosity the ureter may 
be picked up and lifted 3 to 4 inches into the ab- 
dominal incision without doing any serious damage. 
Also in implanting it into neighboring tissues or organs, 
its lower end will permit of considerable transportation 
owing to this S-shaped course. The function of the 
ureter is to carry the urine from the kidney to the 
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bladder, and in doing this the muscular coat is called 
into action. as is seen in the peristaltic movement de- 
scending in waves at regular intervals. Thus, the func- 
tion is not passive, but active. This peristaltic action 
was noticed by T. Smith, in 1879, while transplanting 
the ureter into the colon, and he spoke of it as follows: 
“It was observed that more urine flowed from the 
right ureter than from the left, and that the flow was 
not continuous, but at intervals; the ureters contracted 
and forced the urine out with a gush, ete.” Kelly tells 
of starting this action by manipulating or pinching 
a ureter during an operation. The ureter is in its 
entire course extra- or retro-peritoneal, located in the 
retro-peritoneal space and surrounded by a layer of 
loose fatty tissue. It imparts a peculiar sensation when 
grasped by the fingers. and may be seen as a white cord 
behind the peritoneum, to which it is attached. This 
attachment was suspected, but it is due to Cabot’s work 
that the fact was demonstrated under the microscope. 
Thus, in stripping the peritoneum, the ureter is always 
removed with it. When searching for the ureter in 
its upper portion, Cabot noted that the ureter was just 
external to the line of adhesion of peritoneum to the 
spine. In searching for the ureter in the pelvis, it 
can easily be located at the pelvic brim at the division 
of the common iliac artery. For convenience of de- 
scription, the ureter has been arbitrarily divided into 
abdominal and pelvic portions, the dividing line being 
at the common iliac artery, about 3 cm. above the brim 
of the pelvis. The abdominal portion is about 12 to 
15 cm. (5 to 6 inches) long. In passing down from 
the large into the small pelvis, the left ureter lies 
between the vertebre and psoas muscle; the right wreter, 
on occount of the inferior vena cava, is situated a little 
more laterally. 

The pelvic portion has, as a whole, a sigmoid course, 
and is from 10 to 12 em. (4 to 5 inches) long. It is 
at first on the inner side of the internal iliae artery. 
In the upper pelvis it presents, acording to Glautenay, 
the following relations: It crosses the iliac vessels, 
lying behind the ileum on the right side and the 
sigmoid on the left side. It crosses over the pyramid- 
alis and the obturator internus, separated by pelvic 
fascia; at this location it is behind the obturator and 
umbilical arteries, branches of the hypogastric. In 
the remainder of its course in women, it is crossed by 
the ovarian artery and vein, and the uterine artery. 
It passes through the base of the broad ligament, 
through a sort of ligamentous foramen, half way be- 
tween the pelvic wall and cervix, along upper lateral 
vaginal wall; then curves to the anterior vaginal wall, 
terminating in the bladder midway between the cervix 
and meatus urinarius. In man it is crossed by the 
vas deferens and differential artery; then it passes on 
to the anterior surface of the seminal vesicle and 
enters the bladder, above the prostate. 

The blood-supply consists of renal, spermatic, in- 
ternal iliac and inferior vesical arteries. The blood- 
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supply of the ureter is a question of vital importance 
when implanting it into neighboring structures or or- 
gans. Any such procedure will necessitate the freeing 
of the duct for some distance, and hence the danger 
of separating it too much and interfering with its 
nutrition. Margarucci found a branch of the renal 
artery accompanying the ureter almost to the bladder, 
in dogs. From these, branches penetrate the walls to 
supply the mucosa. The ureter receives its blood- 
supply, for but a short distance, from the vessels of 
the bladder—hypogastric. It has its own vascular sys- 
tem, a branch of the renal, and does not anastomose 
to any extent with surrounding vessels. This would 
account for the possibility of isolating it from its sur- 
roundings without causing necrosis. Monari calls at- 
tention to the branches of the spermatic artery which 
serve to supplement those of the renal artery. These 
two branches form the main arterial system of the 
ureter, that coming from below the bladder being so 
small as to be hardly worth mentioning. Monari also 
studied on dogs the extent to which the ureter could 
be isolated from its surrounding connective tissue with- 
out causing necrosis. He found that from 12 to 13 
em. (5 inches) did no harm, if it was carefully re- 
placed in contact with the tissue from which it was 
removed and the peritoneum allowed to cover it again. 
On the other hand, if isolated and kept away from 
adjacent tissue, as by wrapping gauze around it, if 
only to an extent of 6 em., necrosis and leakage would 
result. The nerves are derived from the inferior me- 
senteric, spermatic, and hypogastric plexuses. The 
veins are not constant in their course and end in various 
neighboring vessels. ‘The lymphatics are well developed, 
and form several networks between the different layers 
of the ureter. The wall of the ureter is 1 mm. thick 
and consists of three layers: fibrous, muscular and 
mucous. The fibrous layer is continuous above with 
the capsule of the kidney, and below with the fibrous 
capsule of the bladder. The peritoneum is connected 
by fibrous bands from this coat to the anterior wall 
throughout its whole extent. The muscular layer has 
been variously described as being subdivided into an 
outer and inner longitudinal, and a middle circular; 
and, again, as consisting of only an outer circular, and 
an inner longitudinal. There is no sphincter-like ar- 
rangement at the vesical orifice. The mucous mem- 
brane is continuous with that of the pelvis of kidney 
above, and of the bladder below. It may present 
longitudinal folds which are not permanent, as they 
disappear on dilatation. The mucous membrane is the 
transitional epithelium. No glands or papille are 
found. 
HISTORY. 

The literature of exstrophy of bladder is of com- 
paratively recent date. According to Mazel, nothing 
relative to the condition is to be found in the writings 
of Hippocrates or Galen. The records of the “middle 


ages” are similarly devoid of reference to this subject. 
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The first case reported appears as late as 1595 and is 
presented by John Schenke. A similar case was also 
recorded about the same time by Tobias Cneulin. It 
is not until 1670 that the first record of a female case 
is found, which is reported by Van Horne. Thus it 
is found that the sixteenth and seventeenth centuries 
pass with their pages practically blank in relation to 
this condition. But during the eighteenth century, 
the attention of medical men is being attracted to it, 
and in 1713, a peculiar case is recorded by Richard- 
son, as follows: “One John Warnsnope, of North 
Brierly, a poor boy, lived until he was 17 years of age. 
and never made water, and yet he was very healthy, 
vigorous and active. He constantly had diarrhea on 
him, but without much uneasiness. The obstruction 
must have been in the kidneys, for he never had any 
inclination to make water. The serous part of the 
blood, which should have been thrown off by the urine. 
was discharged by the celiac and mesenteric arteries 
by the mediation of the glands into the guts. He died 
from fever.” The above was written 187 years ago, and 
is interesting, because in all probability it was a case 
The fhet 
that the boy lived seventeen years is significant and of 
value at this time, when the Maydl method of treat- 
ment is being so widely discussed. 

Huxham and Bonnett, under the title “Preternatura! 
Structure of the Parts in a Woman, with an Aceount 
of Delivery,” report the case of a woman who was 27 
years old. in 1722. She was married, and had become 
pregnant. At the time of delivery, the physician was 
dumbfounded at finding neither vulva nor vagina. As a 
last resort, a free incision was made in the lower part 
of the abdomen, or where the vulva should be, and 
the successful delivery of a full-term child was accom- 
plished. No mention of exstrophy of the bladder is 
made at this early date, but there can be no doubt that 
such was the condition existing. 


of ureterorectal, or vesicorectal anastomosis. 


Mowatt, in 1735, gives the following description of 
a case which came under his observation. This is the 
first valuable article to be found in the available Eng- 
lish literature. “In November, 1732. a child was 
brought forth whose funis umbilicus was tied to the 
upper edge of a deep hole, and just above the ossa pubis 
this deep hole penetrated the peritoneum; but now a 
lump of spongy flesh rises out of it. The edges of the 
hole were at first and are now found sound. From the 
spongy flesh of this hole arise two papilla about the 
size of the point of an ordinary probe, at which the 
urine constantly oozes; but when the child cries, the 
urine jets out as blood from the aperture of a small 
artery. The papilla on the left side is now closed, 
but the other keeps open as at first, through which the 
urine continually oozes and scalding all the parts, 
keeps them very raw. The penis arises immediately 
at the under side of the hole, was at first much less 
in size; it was and still is imperforated, and flat on 
the upper side next the glans. as if it had been slit 
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longitudinally. It has two small veins and a large 
prepuce inverted. The scrotum and testes were and con- 
tinue in a good condition; the scrotum is corrugated 
very close to the end of two prominences; the raphe 
appears in its middle with wrinkles on each side; the 
testes lie under the prominences: they can be moved 
from the place they are seated in, either higher or lower 
as we please to put them. The distance between the 
scrotum and anus is longer than it should be; and the 
ossa pubis are longer and flatter than in ether children. 
There is a large prominence on each inguen under which 
the testes lie. The child is healthy, active and stirring, 
and is very much affected with his misfortune: for he 
frequently cries upon viewing himself, and is very un- 
willing any other should see these parts. The mother is a 
very healthy woman; has brought forth another child 
She tells 
that in May, before she was brought to bed of this her 


every way sound and right in all its members. 


first child, she was struck in the belly with a cow's horn; 
she recovered the hurt in two or three days, but the 
fright remained longer with her, and did terrify her 
sometimes in her sleep. IT have twice or thrice thrust 
down a small silver probe at the right papilla about an 
inch or more, but can not feel it in the perineum. I 
have also closed up the papilla two hours and_ three- 
quarters with a small tent and an astringent plaster 
over it, but can discover no swelling in the perineum, 
but rather in the belly. Upon withdrawing the tent the 
urine squirted a great way, but by the uneasiness of the 
child and the anxiety of the mother, I’m obliged to de- 
sist at present from any further experiments.” 

Devilleneuve, in 1767, reports a case, giving a com- 
paratively accurate description of the condition found. 
In 1749, Buxtorf, assuming the condition found to be 
a hernia, made an attempt at relief in his ease by apply- 
ing a “plaster bandage.” 

The first rational attempt at treatment appeared near 
the close of the century in the silver-bowl of Jurine, of 
Geneva. The principle of this apparatus, the first and 
original method of treatment, is still in use at the pres- 
ent day, though. of course, the archetype of Jurine can 
at this date be hardly recognized, owing to the many 
important improvements and modifications. An ap- 
paratus for use in exstrophy is still recommended. 
Toward the end of the century there appears an account 
of a man 20 years old, in 1791, a certain Mathew Ussen, 
who is designated as a German traveler, was in the 
habit of going from place to place, and it is judged 
that he presented himself to medical men for examina- 
tion, by whom he was looked on as a very rare curiosity. 
This Ussen was fitted with one of these silver bowls by 
Bonn, of Amsterdam. Upon seeing this same case, 
Roofe suggested connecting the “bowl” with a reservoir 
by means of a hollow tube. 

It will be safe to make the assertion that, at the 
beginning of the eighteenth century, what is to-day 
known as exstrophy of the bladder did not exist and 
was not known as such 200 years ago. That there were 
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cases then, as now, no one will question, but that they 
were not recognized, nor the true significance of the de- 
fect understood, must be admitted. The coming of 
the nineteenth century brought with it a fairly good 
knowledge of what to-day is known as exstrophy of the 
bladder. Yet, leaving out the Jurine apparatus, very 
little advance had been made in attempts at treatment. 
Cases were recognized and reported with greater fre- 
quency, to be sure, and they had to a certain extent lost 
their novelty. In 1805 Dunean collected 50 cases; in 
1828 Earle collected 68 cases, and in 1833 Velpeau, 
about 100 cases. But if the profession as a whole under- 
stood what had taken place, it was far from being : 
unit as to the cause. It is to be observed. as significant 
of the trend of thought at this time, that when a case 
Was reported, it was not deemed suflicient to record the 
facts as found, but at the same time to theorize as to 
the cause of this unfortunate side-step on the part of 
nature. To think of “granting nature the exercise of 
reason In her operations,” shows that man must have 
been keeping a somewhat close watch on Dame Nature 
and her methods. As showing the interest which had 
developed at the time, there appear in the Vdinburgh 
Medical and Surgical Journal for 1805, three articles on 
this subject. One was by W. H. Coates, presenting the 
case of a female with the peculiarity that the svmphysis 
was perfect. Another case was in a female, reported by 
Sir Astley Cooper, where the ureters were increased in 
size to that of the rectum, and a masterly review of the 
existing literature on the subject by Andrew Duncan. Jr. 

Dubois and Dupuytren suggested, in 1806, that it 
might be advisable in these eases to attempt to bring 
the defective pubic bones in apposition at the median 
line by the application of a compression bandage. 
Soden, in 1808, reports a case which was peculiar, in 
the difficulty with which the sex of the child was de- 
termined upon. 


In 1827 Hamilton presents the first case which ap- 
pears in the literature from an American. This case 
was of unusual interest, because of the patient being 
delivered of a child at the age of 40, and subsequently 
lived to the age of 80 years. In 1832 is found an 
admirable description of this condition by J. J. 
Schneider, and also an exhaustive thesis on the same 
subject by J. L. A. De Quatrefages. 

During the remainder of the first half of the nine- 
teenth century, there are found among many reports of 
cases, a few suggestions as to treatment, all of which 
were tried and usually found wanting. One was the 
method of Earle, where cauterization of the exposed 
mucous membrane was resorted to. Mowatt and others 
made the attempt to dilate the ureters in the hope that 
they could be made to take the place of the defec- 
tive bladder. Wattman, Gerdy and Langenbeck’s cases 
are noted, in which attempts were made to close the 
cleft by sutures. 

The suggestion by Delpech, Biinger and Froriep that 
flaps of skin from adjacent surfaces might be utilized 
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were all recorded before 1850. At that time MeWhin- 
ney presented a very exhaustive paper on the subject, 
covering thoroughly the literature up to that date. 

During the sixth decade, remarkable progress was 
made. Chance, in 1852, as an introduction to a pre- 
sentation of two cases, says: “To the surgeons such 
cases are interesting because hitherto, as far as I know, 
they have entirely baffled every attempt at treatment. 
To the physiologist, however, they are still more so, 
because the agreement between them is so great that it 
proves such malformations are not the mere result of 
accidental erroneous development, but arise from some 
specific error acting invariably in the same manner, 
the nature of which error has not as yet been exactly 
determined.” Following this, are the suggestion of 
Roux, that the ureters be transplanted to the rectum, 
and the operation of Mr. Simon, namely, ureterorectal 
anastomosis ; that of Mr. Lloyd and Mr. Athol Johnson, 
vesicorectal anastomosis. Then came the first typical 
flap operation, that by Roux, who was succeeded by 
others; the decade ended with the comparatively suc- 
cessful cases of Drs. Pancoast and Ayres. 

Despite this increase in the literature, that the con- 
dition of exstrophy of the bladder was still quite a 
rarity is shown by the report of Porter, in 1855, in 
an article entitled, “Bladder Outside of the Belly,” 
where he gives a very accurate and complete description’ 
of a case, in part as follows: “A monstrosity so rare 
that comparatively few physicians of this country have 
ever had an opportunity of seeing it. Dr. Gross, of 
Louisville’—later of Philadelphia—‘“has seen but one, 
and that the individual in question. Professor Eve 
has seen two others, one of them in Great Britain. 
About 70 cases have been recorded in Europe, and a 
dozen in the United States. And, alas! there is no 
remedy for this dreadful deformity.” 

From 1860 till 1870 the flap operation was employed 
almost exclusively; and it was during this period of 
time that the method approximately reached perfection. 
Holmes presented a number of successful cases, on one 
of which he performed a vesicorectal anastomosis, on 
the principle of Lloyd, but by a different method. 
Wood introduced his method, which was destined to 
become the preferred flap operation. He operated on 
many cases, with remarkably few failures. In 1867, 
Thiersch presented to the profession a variation in 
the flap procedure, that is, the use of granulating flaps. 
During the next decade, in the vast majority of cases 
operated on, flaps were utilized. In this period, the 
method presented by Wood was repeated and underwent 
many modifications. The same can be said of the 
Thiersch method, but to a less extent. In 1872, Rose 
attempted to control the incontinence by making a 
communication between the vagina and rectum, and 
then diverting the urine into the rectum by closing the 
vagina. In 1876, Levis presented his ingenious pro- 
cedure, and in 1879, Thomas Smith repeated the 
principle of Mr. Simon’s operation. In 1881, Thiersch 
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repeated the procedure of Holmes, in making a vesico- 
rectal anastomosis. Gliick and Zeller reported the re- 
sult of their experimental work on dogs, and Sonnen- 
burg presented his method. In 1885, another variation 
is advanced by 'Trendelenburg in his method, which 
might be ealled the osteoplastic. The remainder of the 
decade was occupied in repeating or slightly modifving 
the methods already presented. At the close of this 
decade, in 1889, Segond reported a new feature, being 
in reality a modification of Sonnenburg’s, but. still 
characteristic enough to be differentiated by his name. 

At the beginning of the tenth decade, a great deal 
of work was being done experimentally in the im- 
plantation of the ureters into the rectum, on the lower 
animals. A few such procedures had been undertaken 
on the human being, but with an unfavorable outcome, 
by Kiister, in 1891, and Chaput, in 1892. R. H. Reed, 
in 1892. did some very interesting experimental work ; 
and, in 1893, Van Hook, in his notable work on the 
ureter, devoted some time to ureteral implantation. In 
1894, Maydl presented his method of ureteral im- 
plantation, which has met with almost universal success. 
Boari, in 1896, brought before the profession a device, 
resembling in some respects the Murphy button. This 
was followed by Chalot’s aparatus, in 1897. 

After the introduction of Maydl’s method the author- 
ities seem to have become divided. One elass believed 
in the efficiency of the “valve’—the normal ureteral 
opening—to prevent ascending infection; while others 
considered this, as a safeguard, practically worthless. 
Those lacking confidence in the trigone as a barrier 
against ascending infection worked with the object 
in view of devising some method by means of whieh 
infection would be effectually prevented from involving 
the ureter and kidney; and those who were satisfied 
with Maydl’s operation for exstrophy, carried on the 
same work with the complete removal of the bladder— 
as in tuberculosis and neoplasm—as the end in view. 
In 1896, Krynski and Vigoni published, each a work 
along this line. Pousson reported also some interesting 
cases, and has tabulated 52 operations, by various meth- 
ods, since 1889. These were followed in the next year 
by Pisani, who, in so far as he preserves the trigone, 
has merely modified the principle of Madyl. Mathes 
reviews the subject of ureteral implantation into the 
intestine, and reports two cases operated on by LEisel- 
berg, after the Maydl method. 

Toward the close of the century, and especially dur- 
ing the last few years, the literature has increased at 
a wonderful rate. During 1898 and 1899, Fowler and 
Martin each present a work on this interesting phase 
of the subject. The years 1899 and 1900, are found to 
be very prolific of contributions on this no longer 
neglected subject. Maydl reviews the operations by his 
method. The cases of Allen, Josserand, and Herczel 
add to the list, without increasing the mortality 
rate. Among other recent additions to the literature 
are: The masterly review of the subject by Mazel; 
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the brief, concise, thorough and very interesting dis- 
cussion by R. Matas; the extremely interesting plastic 
operations of Rutkowsky and Mundell; the revival of 
the vesicorectal anastomosis in a much more practical 
method by J. Frank; the successful bilateral axial im- 
plantation for tuberculosis by C. Beck, of Chicago, and 
another for sarcoma by Krause; the unilateral case by 
Lenden, and the experimental] work of Kalabin; the 
utilization of Sonnenberg’s method by J. Rilus East- 
man; the employment of the skin-flaps by Wheaton, 
Means, De Forest Willard, Shimonek and others; and 
the very recent experimental work reported by Peterson. 
TREATMENT. 

In considering the treatment for exstrophy of the 
bladder, the different methods may be classified under 
palliative and radical. The former includes all meth- 
ods which, when completed, do not give to the individual 
control over the evacuation of urine; the latter includes 
all methods wherein the result does admit of the 
patient retaining the urine for a variable length of 
time. The object of the palliative method is, primarily, 
the covering and protecting of the tender mass of 
tissue; secondarily, the formation of a cavity variable 
in capacity, with usually no sphincter-action at its 
orifice, or if present, very weak and inefficient; and 
thirdly, the placing of the structures in such a manner 
that the out-flowing urine may be more easily conveyed 
into a suitable receptacle. By the radical measures 
the object in view is to utilize the sphincter ani as a 
sphineter, and the rectum, or some portion of the 
intestinal canal, as a receptacle. The sphincter vesice 
is beyond recall, and in consequence the sphincter near- 
est at hand is called into service. Many attempts at 
repairing of the sphincter vesice have been undertaken, 
but with almost uniform failure. But the method of 
treating epispadias, suggested by ‘Trendelenburg, if 
carried out in conjunction with the flap operation, may 
some time produce quite an eflicient sphincter. T'ren- 
delenburg cites a case which, after operation, could 
retain the urine for three hours. The fact. that in 
suprapubie eystotomy the opening may and does assume 
the properties of a sphincter, has been cited, but it 
must be remembered that this sphincteric action is 
due to the part played by the recti abdominalis mus- 
cles, which are in apposjtion, and the suprapubic open- 
ing between them. In exstrophy the recti muscles are 
separated from each other for a distance of from 1 to 
3 inches, and, therefore, can. not exert any sphincteric 
action. 

A—PALLIATIVE. 

1.—Apparatus. 

I1.—Flap. 1. Of skin: a, epidermis in (reversed) ; 
b, epidermis out. 2. Of mucous membrane: a, remain- 
ing bladder wall of patient; b, intestinal wall of patient: 
c, bladder wall of lower animals. 

I11.—Suture of edges of fissure: 1. By direct suture. 
2. Preceded by preliminary measures. 
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IV.—Miscellaneous: 1. Dilatation of ureters. 2. 
plaster bandage. 3. Catheters in ureters. 4. Fistula in 
perineum. 5. Ureters inserted into the urethra. 6. 
Nephrectomy on one side and lumbar ureteral fistula on 
the other. 

B—RaDIcat, 

I.—Avxial implantation. 1. By sutures. 
paratus, 

11.—Vesicorectal anastomosis. 

I11.—Implantation of trigonum vesice. 

[V.—Implantation in a manner imitating normal in- 
sertion into the bladder; or an attempt to make a valve. 

V.—Miscellaneous. 1. Vesico-vagino-rectal fistula, 
with colpocleisis. 2. Artificial anus; ureters inserted 
into rectum. 3. Artificial bladder: a, opening into 
urethra; 6, opening into intestinal tract. 


2. By ap- 


Palliative-—A. 1. Apparatus. The efforts in this 
direction consisted in the application of an apparatus to 
cover the exposed mueous membrane. Jurine, of 
Geneva, was the first to contrive an apparatus meeting 
the requirements, which became known as the “Jurine 
This receptacle was attached to the anterior 
wall of the abdomen, immediately over the exstroverted 
bladder, and held in place by means of a belt and 
buckles. Being detachable, it was removed at night. 
cleaned and replaced each day. When properly applied. 
this contrivance controlled to a great extent the offen- 
sive odor. Likewise, it protected the delicate mucous 
membrane of the bladder, prevented excoriation of 
the adjacent integument by intercepting the escaping 
urine, and altogether was a priceless boon to the healthy, 
active young person thus afflicted. Bonn. of Amster- 
dam, in 1781, was the first to recognize the advantages 
of this apparatus. He modified the same and, as well 
as others, used it quite extensively, thus really intro- 
ducing and establishing its merits. See Plate v, Fig. 1. 
This form of treatment was further improved by Roofe, 
in connecting the bow] with a reservoir by means of a 
tube. Another step in the treatment was the recom- 
mendation of Earle, that by cauterization of the mu- 
cous membrane, new connective tissue would form, which 
in contracting would reduce in size the space to be 
covered and at the same time lessen the sensitiveness 
of the area on which the bowl] or shield would rest. 
This method of treatment in exstrophy of the bladder, 
though the oldest, is still recommended at the present 
day by many authorities. See Plate v, Fig. 2. “An 
instrument for everted exstrophy of bladder consists 
of a metallie or hard-rubber shield, to the lower ex- 
iremity of which is attached an elastic tube, leading 
to a soft-rubber pouch, to collect the urine. This is 
buckled to the thigh. or may be carried down to the 
hoot.” 

A. II. Flap, 1a.—Roux was the first, in 1852, to per- 
form the regular flap operation, that is, the dissecting up 
of a portion of skin, leaving it attached at one point, its 
base, and turning it over as a leaf in a book on the 
exstrophied mass, with the epidermis in. He used an 
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abdominal and a scrotal flap, which were sutured over 
the mass. The stitches yielded and the flaps sloughed. 
Richard, in 1853, resorted to a modification of 
Nélaton’s method of treating epispadias. He brought 
down an umbilical flap reversed. Then he dissected 
a scrotal bridge-flap, which was placed on the umbilical 
flap. This was the first application of superimposed 
flaps. The reversed flap with wound surface out was 
covered by the bridge-flap with raw surface in, thus 
giving normal epidermis on the outside, and the two 
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1 and 2, experiment No. 7. Figs. % and 4, experiment 
Figs. 5 and 6, experiment No. 10. 
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wound surfaces in contact.  Alquié, in 1856, used 
superimposed flaps, but added the new feature of 
effecting this in two steps. He was the first to make 
the flap operation in more than one sitting. Pancoast, 
of Philadelphia. in 1858, made the first successful flap 
operation. He used lateral semilunar flaps and sutured 
them in the median line. Primary union resulted, ex- 
cept at the inferior angle, which point was to have been 
operated on at a future time. But the patient died 
of pneumonia two months after the first operation. 
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Ayres, of Brooklyn, in 1858, was the first to report 
a successful case. A single curvilinear abdominal flap 
was employed, resulting in primary union of all except 
at the lower part of the line of union. This small 
opening was closed at a subsequent operation. This 
cause Was peculiar, in that the patient had been deliv- 
ered of a child two months previous, with a resulting 
prolapsus uteri, which disappeared as a consequence 
of the operation. Holmes, in 1862, used lateral, super- 
imposed flaps, the superior border of the flap being 
sutured to the abdominal wall at a second sitting. He 
has reported five cases with three successful results. 
The flap method which has met with the most favor 
and has been performed with success, such as accom- 
panies a successful flap operation, is that performed, 
in 1865, by John Wood, of London. See Plate v, 
Figs. 3 and 4. On account of its popularity, his own 
words will be quoted in a description of the operation. - 

The upper tlap should be figured by a line extending along 
the side of the bladder surface vertically upwards as far as the 
measured distance from the reot of the penis to the upper 
margin of the bladder and then carried in a rounded curve 
aeross the “linea alba” at this point to join another vertical! 
line of equal length on the opposite side of the bladder. The 
two groin flaps for superposition are to be made of a rounded 
lancet-shape, with their reots downwards and inwards at the 
base of the scrotum and continued along the side of the ure- 
thral groove for about half its length. 

These flaps should be Jong enough and detached enough to 
meet in the median line for their whole length and no sharp 
angles should be left in their outline. The incision for making 
them should join that of the lateral border of the first or um- 
bilical flap at about its center. In raising the umbilical flap 
care must be taken not to make the skin too thin, which is apt 
to be done in the center of its base near the upper margin of 
the bladder. At this point there is little or no subcutaneous 
tissue and the aponeurotiec and tense linea alba is thin and 
easily injured by the knife, consequently the greatest care is 
required to avoid opening into the peritoneum or subperitoneal 
fascia, 

It is better to lay hold of the flap with the fingers than to 
use the forceps, which are apt to damage the vitality of the 
edge of the flaps, on the direct union of which a good deal of 
the success of the operation depends. In raising the lateral or 
groin flaps the superficial external pudic vessels are divided, 
and are often large enough to require ligature. 

The upper or umbilical flap should first be dealt with, 
folded evenly down with its skin surface to the bladder, its 
corners being stitched with thickish wire sutures to the cut 
edge at the root of the penis on each side. 

The groin flaps should then be placed on the raw surface of 
the umbilical flap, with their inner edges held in contact along 
their whole length by six closely-applied wire sutures. The 
bases of these flaps should pretty closely embrace the root of 
the penis. The raw surface left by the reflection of the um- 
bilical flap can be easily covered by drawing its edges together 
with three or four strong and long harelip pins, which have 
the effect of relieving any strain which may affect the re- 
Heeted flap. At this stage of the operation the patient’s 
shoulders shou'd be well raised and his knees bent and ad- 
dueted: to diminish the stretching of the abdominal parietes. 
The upper borders of the groin-flaps may be held upwards by 
one or two thick wire sutures, but the site of the groin flaps 
shou'd be left to heal by granulation. 

In the female, the umbilica! flap should be large and the in- 
cision for the groin flaps on each side should be carried well 
cdevn. so as to have their roots in great measure connected 
with the labia. When they are placed together and stitched 
en the umbilical reversed flap, the vagina should be almost 
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closed up by them, with but a small opening to allow the 
passage of the urine. Through this opening a very large 
india-rubber drainage-tube should be kept in the vagina and 
be changed and cleaned daily. 

As a supplemental procedure in the male, the operation for 
the epispadias which remains, and for a preputial covering for 
the penis, will usually be found necessary. 

This method. has been modified very extensively, 
and is, in fact, the principle upon which is based nearly 
all the flap operations of to-day. Slight variations and 
improvements have been presented by Michel, Ashhurst, 
Le Fort, Bigelow, Greig-Smith, Shrady, Mayo Robson, 
Wheeler, Marsh, Bennett, Richelot, Rickerts, De Forest 
Willard, and others. Moury, in 1871, utilizes the sero- 
tum and perineum in forming the flap, which he turns 
upward and attaches to a short abdominal tlap—1 inch— 
by means of a tongue-and-groove suture. The penis is 
slipped through a small opening in the center of the 
scrotal flap, thus allowing the urine to pass without 
coming in contact with the wound. Several cases are 
reported with a satisfactory result. Gross, in speaking 
of this method, says that it is the most eligible for ales. 

A. Flap 1b.—Thiersch began the operative treat- 
ment of exstrophy by curing the epispadias by his own 
method. The defect in the bladder was then covered 
with flaps of skin. He cut three skin flaps. An 
upper pendunculated skin flap. large enough to cover 
the whole defect, was taken from the middle abdominal 
region and turned downward, so that the skin surface 
was directed toward the mucous membrane of the 
bladder. This flap was sutured to the previously fresh- 
ened borders of the defect. At the same time, two 
lateral bridge-shaped skin-flaps with a double pedicle 
were marked out and dissected up from the subjacent 
tissue. These two flaps, which are connected at their 
ends with the surrounding skin, remain, for the time 
being, in Tinfoil, oiled silk, iodoform gauze. 
or the like, are inserted beneath them, and they are 
allowed to granulate. After a time, these granulating 
skin flaps are detached at one end, laid over the granu- 
lating first flap and sutured together in the median line. 
In this way the anterior wall of the bladder is com- 
posed finally of these three flaps of skin. The skinning 
over of the granulating defects is hastened by means of 
Thiersch’s skin-grafts. Billroth modified Thiersch’s 
method as follows: He covered the defect with lateral 
granulating flaps only; a lower and an upper skin flap 
are taken, which at different sittings are laid over the 
defect with the granulating surface directed inward. 

A. Il. Flap, 2a.—In the reversed flaps one of the 
most annoying features in the after-treatment was 
the formation of phosphatic calculi on the hairs 
which continued to grow on the epidermic surface of 
the transplanted skin. An effort to exclude this dis- 
turbing element was made by Segoud. He dissects 
up the posterior bladder-wall as far as the entrance 
of the ureters, and then turns it down so as to make a 
covering for the groove on the dorsum of the penis. 
The glans is stuck through the prepuce and the latter 
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is healed on to the bladder flap. The defect resulting 
from the detachment of the mucous membrane of the 
bladder is covered with two skin flaps. The urine flows 
from the ureters into a canal widened above and situ- 
ated between the groove on the dorsum of the penis 
and the vesical mucous membrane, which has healed 
over it. Czerny used the following method: The vesical 
mucous membrane is dissected up from the periphery 
toward the center and then united, so as to form a 
cavity. This cavity is lined throughout with mucous 
membrane. The skin defects are covered with two lateral 
bridge flaps. 

A. Il. Flap, 2).—Rutkowski, in 1899, presented a 
case in which he used a portion of the intestinal tract 
instead of skin, or merely mucous membrane, as 
the material with which to close the defect. By this 
method he, too, does away with danger of caleuli 
forming on the hairs. At the same time he repairs a 
defect in a sero-musculo-mucous viscus by the aid of a 
sero-musculo-mucous tissue. This is certainly a much 
more ideal procedure than that where a tissue is em- 
ployed which is composed of connective tissue, fascia 
and epidermis, with very little if any contractile mus- 
eular tissue or action. His method of procedure is as 
follows: He resects a loop of small intestine, leaving 
the resected portion attached to the mesentery. The 
severed intestine is reunited by an end-to-end enteror- 
rhaphy. The resected loop is divided longitudinally 
along its convex border, thus giving a broad piece of 
sero-musculo-mucous tissue—quite similar to the nor- 
mal bladder which is sutured into the defect of the blad- 
der. One case is reported which left the clinic two 
months after operation. Upon dogs, he has watched the 
change in mesentery and mucous membrane. The ves- 
sels of the mesentery become gradually obliterated, and 
the columnar epithelial cells of the intestine in time are 
replaced by squamous epithelial cells as in normal blad- 
der. 

A. II. Flap, 2¢—Mundell, in 1899, having met 
with favorable results in experiments on lower ani- 
mals, suggests the following method of using normal 
bladder tissue with which to repair the defect instead of 
skin, mucous membrane or intestine. “Transplant a 
portion of bladder wall of, say, a sheep, to the lower 
lateral abdominal fascia of the patient. After a period 
of seven or eight days, the union of the two tissues is 
sufficiently strong to allow a plastic operation whereby 
a skin flap. with the bladder attached, may be swung 
over on the exstruded bladder and the edges of the at- 
tached piece of bladder sutured to the defective blad- 
der.” 

A. III. 1.—Wattman made the first plastic operation 
in 1844 for exstrophy of the bladder. The normal skin 
was dissected up to a sufficient extent on each side, then 
pulled forward and sutured in the median line. This 
case was not encouraging in the result. Necrosis of the 
flaps took place and was followed by the death of the 
patient. Gerdy, in 1845, united the bladder in a man- 
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ner similar to Wattman’s procedure, in two cases. The 
sutures yielded in both, and in one death ensued in five 
days. In 1849, Langenbeck made a similar operation. 
After loosening the skin from the posterior wall, it was 
drawn forward and the edges held in apposition by the 
aid of “insect-needles.” Additional support was given 
by the application of adhesive plaster. No record was 
ade of the outcome. Wakely. in 1851. suggested draw- 
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Figs. 3 and 4, experiment 
No. 14. Figs. 5 and 6, experiment No. 24. 


Figs. 1 and 2, experiment No. 11. 


ing the edges over a silver bowl and then suturing in 
place. The object was to keep back the posterior wall 
of the bladder. which in many cases pushed forward and 
so obliterated the cavity. This was never put into effect. 
Wyman, in 1885, successfully closed the fissure in a 
case of exstrophy in a child five days old, by the use of 
hare-lip pins. The patient died two months later of a 
cause not associated with the condition or the operation. 

A. III. 2.—As early as the year 1806, Dubois and 
Dupuytren proposed to approximate the fissured wall 
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by means of a compression bandage, thereby ad- 
vancing the application of lateral pressure. This 


principle has been used quite extensively during recent 


years by Trendelenburg, Passavant, Neudorfer and 
others. The osteoplastic method, introduced by Tren- 


delenburg in 1885, has for its object the restoring of the 
parts to their normal position. By a separation of the 
sacroiliac synchondrosis he was enabled to bring the 
rami of the defective pubes into apposition and so form 
an artificial symphysis. This was followed by suturing 
the defect in the median line. The separation of the 
sacroiliac synchondrosis, in children of 3 vears. proved 
to be a very simple and safe operation. To close the de- 
fect in the bladder, borders of skin were freshened and 
held in apposition by means of silver-wire sutures. If 
primary union does not take place, a secondary opera- 
tion 


Konig and Niister modified 
the operation of Trendelenburg, while still retaining 
the principle. 


becomes necessary. 

They performed osteotomy on the an- 
terior portion of the pelvie girdle, instead of separating 
the sacroiliac synchondrosis. Passavant proposed to 
accomplish the closure of the pelvie bony gap by the 
application of “brisement force” under the influence of 
an anesthetic. This suggestion was carried out success- 
fully by Koch. In 1886, Neudorfer relieved the tension 
and rendered approximation of the margins possible by 
means of two lateral horseshoe-shaped incisions—the 
convexity outward—which ineluded all the structures 
of the abdominal wall to the fascia transversalis. Be- 
fore suturing the cutaneous margins, the mucous mem- 
brane is detached on each side far enough to allow sutur- 
ing of the same in the median line. Over this the skin 
is sutured; the os pubis, after its surface has been 
freshened, is sutured with silver wire. Mikulicez pro- 
ceeds as follows: ‘Two lateral curved incisions are made 
3 to 6 em. from edge of the vesical mucous membrane 
and almost parallel to it. This incision penetrates to. 
but not through, the transversalis fascia or peritoneum. 
Two lateral bridge flaps containing the entire thickness 
of the recti muscles are thus formed. The insertions of 
the recti are freed by removing a small fragment of 
the pubie bones with them. The entire flap is then dis- 
sected up and transplanted toward the median line. 
The bladder-wall is then dissected free and sutured in 
the median line, the sutures not involving the mucosa. 
The flaps are how united in the median line with silver 


wire. The lateral wounds are allowed to heal by granu- 
lation. Escape of urine is provided for by a catheter 


in the neck of the bladder. As in other flap operations, 
at subsequent sittings the epispadias is repaired and 
then the neck of the bladder receives attention. Schlange 
recommended practically the same, with the exception 
that the bladder-wall is not dissected free, thus avoiding 
the danger of sloughing of this portion of wall. Murry 
reports a successful recovery of a case in which he em- 
ployed the simple procedure of dissecting free a lateral 
flap on each side and then uniting these in the median 
line with the aid of tension and button sutures. 
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A. IV. 1.—Mowatt, in 1735, made the first attempt 
recorded to relieve the condition of exstrophy. He en- 
deavored to dilate the ureters by closing their orifices 
with “a small tent and an astringent plaster over it.” 
This procedure caused the child so much discomfort 
that he was compelled to cease his efforts at treatment, 
which were, as well, in the line of investigation. In 
1842, Chassaignac resorted to dilatation of the ureters. 
He closed the orifice by inserting a sound in the hope 
that the dilated ureter would act as a substitute for 
the bladder. ‘Turbulent symptoms of urine retention 
were soon evident and his method yielded nothing of 
value. Breschet. in 1845, tried the above procedure and 
fever resulted. Gibb, in 1857, also made an unavailing 
attempt with the same method. Later, in 1861, Bouis- 
son to this end devised a ureter clamp after the manner 
of a serrefine. But, as in the other cases treated on 
this line, no satisfactory result was attained. 

A. IV. 2.—A plaster bandage was employed by 
Johannes Buxtorf in 1749. Thinking the protruding 
mass was a ventral hernia, he attempted to reduce it and 
maintain the reduction by employing a plaster bandage. 
The final outcome was the death of the patient. 

A. IV. 3.—Catheters in the ureters were used by 
Pipelot in 1792, who attempted to remove the incon- 
venience arising from the continual dropping of urine. 
He retained them in place and allowed them to empty 
into a receptacle. This device, ingenious enough in 
itself, did not accomplish the desired result. 

A. IV. 4.—A perineal fistula was made by Levis in 
1836. He passed a needle, threaded with wire, through 
the bas fond of the bladder, through the intervening 
muscular and connective tissue, and out through the skin 
of the perineum, midway between the scrotum and anus. 
In this way he established a fistulous communication be- 
tween the bladder and perineum. The bladder was cov- 
ered with scrotal flaps and the deep perineal muscles 
through which the fistula passed were supposed to im- 
part a sphincteric action. Only two cases were recorded, 
both of which met with an unfavorable termination. 
One death was due to peritonitis, and the other to an 
independent cause. 

A. IV. 5.—Ureters inserted into the urethra. This 
ingenious method was introduced by Sonnenberg, with 
no attempt at a natural receptacle or sphincter. It is 
merely a method which is not so dangerous as the rad- 
ical procedures, and as a result it leaves the patient in a 
condition more suitable for the application of an ap- 
paratus. In 1881 this surgeon extirpated the bladder 
in an extreme case of exstrophy. ‘The entire posterior 
wall of the bladder was separated from the peritoneum 
without opening the latter and the resulting defect cov- 
ered by sliding over a flap from the side. The ureters 
were dissected up from their normal situation and 
sutured into the dorsal groove of the penis beneath the 
edges of the skin flap. The patient’s condition was so 
far improved that he could carry a simple urinal. This 
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method has been repeated with a good result by Nehans, 
and in this country by J. Rilus Eastman. 

A. IV. 6.—Finally, nephrectomy on one side, with 
lumbar ureteral fistula on the other, has been recorded 
by Reginald Harrison, in 1897. The first step was a re- 
moval of the left kidney through a lumbar incision. The 
second step, eleven months later, consisted of an extra- 
peritoneal implantation of the remaining ureter into 
the right lumbar incision; recovery resulted, 

OBJECTIONS: Against all these palliative operations 
may be placed the fact that, with a few exceptional 
cases, no sphincter is provided, and a receptacle large 
enough for practical purposes is not provided. 

Apparatus, as a rule, does not fit, and so leakage oc- 
curs. If attached sufficiently tight to prevent leakage. 
pressure necrosis is liable to follow. Likewise, consid- 
erable attention is required to keep them clean and in- 
offensive. 

Where a flap of skin is used, the urine comes in con- 
tact with the wound or raw surface, often causing infec- 
tion and sloughing. That normal urine is aseptic has 
been demonstrated conclusively; but, in the majority 
of these cases, there exists a cystitis of the remaining 
bladder wall with occasionally a ureteritis or nephritis. 
in consequence of which the urine is not innocuous. Par- 
tial failure is the rule, necessitating one or more subse- 
quent operations. Mikulicz operated on one case nine 
times, and Billroth on one case nineteen times in twen- 
ty-two months. In cases where the epidermis is turned 
in, phosphatic caleuli often form on the hair, and cause 
much discomfort to the patient. The posterior wall of 
the bladder is not pushed back to its natural position 
in the pelvic cavity, and by its protrusion forward the 
new cavity is reduced considerably in size. The scrotal 
tissue, which is utilized in some methods, has been 
proved to be ill-adapted for use as a primary flap. 

Where the remaining mucous membrane of the blad- 
der wall is used, the newly formed cavity is usually too 
small to decrease the troublesome incontinence to any 
marked extent. This bladder wall. when removed from 
its surroundings, frequently sloughs from inefficient 
blood-supply. The utilization of the intestinal wall, 
after resection, isolation and enterorrhaphy, is certainly 
a most formidable procedure. Transplantation of the 
bladder wall from lower animals, thus far, has only 
been performed experimentally, and needs further in- 
vestigation. Necrosis of the transplanted flap is to be 
expected as a result in many such cases. 

The coaptation of the edges of the fissure by direct 
suture is rarely successful. There exists great tension, 
which often causes sloughing of the flaps, and in ad- 
dition the same drawbacks that are to be found in other 
palliative measures. Matas says, in speaking of the re- 
sults obtained by the various methods accompanied by 
preliminary steps: “Nor better functionally is the old 
and original method of Dubois and Dupuytren, resur- 
rected subsequently in a more formidable and dangerous 
form by Trendelenburg, Passavant and Neudorfer.” A 
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tendency to weakening of the pelvic girdle is present. 
There is no union in front and an artificial lack of 
solidity occurs behind. In females undue narrowing of 
the pelvis may result. Treves stated that “In the most 
successful cases a urinal can not be dispensed with.” 
Dilatation of the ureters, the plaster bandage, cathe- 
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Fig. 1, apparatus worn by Matthew Ussen, 1791. Fig. 2, ap- 
paratus recommended at the present time, 1900. Figs. 3 and 4, 


Wood—flap method. Figs. 5 and 6, Chaput—uretero-intestinal 
anastomosis. 


ters in the ureters, and fistula in perineum are merely 
of historic value. In cases in which the ureters are in- 
serted into the urethra no attempt is made to form a 
bladder or sphincter, the aim being merely to facilitate 
the application of a receptacle. The method of treat- 
ment by a nephrectomy on one side and a lumbo-ureteral 
fistula on the other is very heroic and results in little, if 


any, improvement of the patient’s condition, the ef- 
fect being a single lumbar urinary fistula instead of a 
double one in the pubic region. In this case the normal 
kidney was removed, which is. by the majority of sur- 
geons, considered unjustifiable. 

B. IL. 1.—The deviation of the urine into the reetum 
was first suggested by Roux, of Toulon, and performed 
independently by John Simon, of London, who, in 1851, 
performed the first ureterorectal anastomosis. As pre- 
liminary investigation he experimented on dogs and 
found that direct implantation of the ureter presented 
great difficulties to be overcome, and the result was al- 
most always fatal. Profiting by the experience of Mr. 
Lloyd, he examined specimens in the British Museum in 
an endeavor to find how low the fold of peritoneum ex- 
tended. But this could not be satisfactorily determined. 
He had a catheter made with a stilet of watch-spring 
ending in a sharp point. in which was an eye for the 
thread. On July 5, 1851, he passed the catheter up the 
ureter and succeeded in perforating its coats and those 
of the rectum, and by means of forceps in the rectum. 
brought down the thread. The instrument was then 
removed so as to leave one end of the thread out of the 
rectum and the other out of the orifice of the ureter. 
A fresh thread was inserted in the needle and passed 
at a point about half an inch lower down in the ureter 
than was the first, so that two ends of the thread pro- 
truded from the rectum and two from the ureter. “Now, 
to obtain a loop bearing on the coats of ureter and ree- 
tum, and dependent on a single thread and without a 
knot, Mr. Simon tied the two anal ends together, and, 
pulling on the second thread, effected his purpose. The 
very same succession of measures were taken on the 
other side. A slight peritonitis and fits of vomiting 
followed, but recovery from the operation resulted. 
Three weeks after the operation, only a slight trickling 
through the aperture of the ureters was taking place, 
most of the urine passing into the rectum and being 
expelled with feculent matter. On the thirtieth and 
the forty-first day the ligatures came away. Four 
months after operation, as some urine still escaped the 
natural orifices of the ureters, and as the artificial ori- 
fices were demonstrably patent, an attempt was made to 
close the mouths of the ureters by needles and hare-lip 
pins. but this did not accomplish the object sought. 
“Death within a vear, with extreme suffering from dis- 
ease of ureters and kidneys,” occurred. This operation 
was undertaken with two objects, according to Mr. 
Simon: 1, the establishing of a fistulous passage into 
the rectum from the ureters, two to three inches above 
their termination, where in these cases, they course 
closely against the bowel; 2, the closing of the terminal 
part of the ureter, so that no urine might be shed on 
the surface of the abdomen. but that all might pass 
into the rectum and thence be discharged per anum. 
The first was completely attained, and the second had 
been only imperfectly realized. “On post-mortem ex- 
amination the ureters were found choked up with eal- 
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culous concretions, which had been the immediate cause 
of death. The concretions were chiefly phosphatic. It 
seems probable that the surgical measures employed had 
excited inflammation along the mucous surface of the 
ureters, and that with the mucopurulent secretion there 
had unfortunately been mixed (as occasionally hap- 
pens in other mucous inflammations) sufficient mortar- 
like material to make caleuli, which, being retained, be- 
came an inereased and eventually a fatal cause of ure- 
teral and renal irritation. The preparation showed these 
concretions and also the free fistulous communication 
between each ureter and the rectum.” The operation 
of Mr. Simon, properly speaking, was not an axial im- 
plantation, being a lateral anastomosis instead; but 
to simplify the classification it has been included under 
this heading, with this note as explanatory. 

In the Medical Times and Gazette of 1872, the fol- 
lowing is to be found: “Mr. Jones succeeded in making 
ureters communicate with the reetum and in closing 
the anterior orifice of left ureter. The actual cautery 
is now being applied around the margin of the abdomi- 
nal aperture, so that by contraction the right ureter 
nay be drawn toward a sort of cloaca which exists be- 
iween the ureters and rectum. In a second case the 
communication is also completed between the ureters 
and rectum. Clamp forceps have also been applied to 
the anterior ends of the ureters after the introduction 
of the galvano-caustic. These clamps remained a week 
and then separated. Still no urine escaped in front, 
so that it was hoped the case was completed. In a few 
days a little slough separated, allowing urine to escape 
infront. In this case all urine passed per rectum for 
twelve days.” ‘Thomas Smith, of London, gives the fol- 
lowing report: 

In selecting a spot for connecting the ureters with the bowel 
it seemed that the lumbar region offered the greatest facilities 
for the operation, since in this situation both the colon and 
the ureter could be exposed without injury to the peritoneum. 

The plan proposed tor accomplishing the object in view was 
the following: To pass a long probe or fine catheter up the 
ureter from its vesical end as far as the kidney, so as to assist 
one in recognizing the tube in the cellular tissue of the loins: 
next, to make the ordinary incisions in the loins as for opening 
the colon; to find the ureter through the wound, and to pass a 
temporary ligature beneath it so as to have it at command: 
next, having withdrawn the probe, to expose the posterior 
surface of the colon, and dividing the ureter as low down as 
possible, to insert its upper or renal end through a small in- 
cision into the colon and fasten it in position by fine sutures. 
It was proposed to operate on one ureter at a time and to make 
the performance of the second operation contingent on the 
success one might meet with in the first. 

Operation, June 19, 1879. The ureter was stitched by means 
of fine catgut sutures to the back of the colon; a small opening 
being made in the colon, the end of the ureter was pushed into 
the bowel, so as to protrude about half an inch into its eavity. 
A fistula in lumbar wound remained, but closed June, 1879. 

August 28, 1880, fourteen months after the operation, the 
boy being in good health, the second operation was made on 
the same plan and with the same object, namely, to introduce 
the right ureter into the back of the colon. He died fifty hours 
after the operation. 

Post-mortem examination, twenty-eight hours after death. 
The peritoneal surface was quite normal; no trace of intlam- 
mation; the lower end of the left ureter was found terminating 
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just above the left common iliac artery. The pelvis of the 
left kidney was found distended with clear fluid having the 
appearance of urine; no trace of true renal structure could be 
found, what remained of the organ being reduced to a fibrous 
condition spread in a thin layer over the contained fluid. 

The portion of ureter attached to the kidney measured 14, 
inch in length, and terminated on the back of the descending 
colon; a probe passed down the ureter could not be made to 
enter the bowel. The right kidney was much enlarged, being 
as large as the organ in an adult. 

The capsule adhered to the cortical substance, which was 
very soft and friable and contained many small eysts; the 
medullary substance was much softer than natural, but con- 
tained no cysts. 

The pelvis of this kidney and the upper end of the ureter 
were distended with urinous fluid, and the latter was attached 
by five sutures to the back of the colon; in the interior of the 
colon, at its point of attachment to the ureter there was a 
vascular patch of mucous membrane about the size of a shilling. 
A small probe could with difficulty be made to pass from the 
ureter into the cavity of the colon. 

It is manifestly one’s duty to record the facts of this case 
for the information of others, since it stands with Mr. Simon's 
ease. I venture to record it as a warning to those who may be 
tempted like myself, to think that the miseries of ectopia 
vesice can be alleviated by making the ureters discharge their 
contents into the cavity of the bowel. 

Setting aside all difficulties that have to be overcome, an! 
the immediate risks of the operation, it would appear that a 
permanent and direct communication between the ureter an! 
bowel is of itself a fatal lesion. 

These two cases of Simon and Smith. with such un- 
favorable results, caused the method to wane, and not 
having met with popularity. it is not again mentioned 
in the literature until introduced by Gluck and Zeller, 
in ISS81. These surgeons worked experimentally on 
dogs. Their method was a total extirpation of the blad- 
der, after which the ureters, in some animals, were im- 
planted into the skin, and in others into the rectum. 
All of the animals in which the intestinal tract) was 
<elected for the urinary out-tlow died. Novaro, in 1887, 
made three bilateral implantations on dogs. Two of 
the animals died, the third lived and was killed thirty 
days after the operation. Renal infection was reported 
absent, though no bacteriologie or microscopic examina- 
tion had been made. Bardenheuer. in 1886, implanted 
a single ureter in a number of experiments. The ani- 
mals all recovered from the operation per se, but at the 
necropsy the ureter in each case showed a stricture at 
the site of implantation, which caused a hydronephrosis. 
In 1888, Paoli and Buzachi, in four animals, made uni- 
lateral implantations. One recovery from operation is 
reported. ‘Tuffier, in 1888, made experimental implan- 
tations into the rectum, but in all cases death resulted 
from pyonephrosis and general peritonitis. He in- 
-erted the ureters so far into the reetum that the ends 
Hoated free. R. Harvey Reed, in six cases of bilateral 
implantation experimentally. met with six deaths, in 
1892. In three implantations of a single ureter, one 
died of peritonitis, one subsequently of ascending in- 
fection, and the third resulted in a “perfect cure,” no 
stricture or ascending infection having taken place. 
This third case was not examined microscopically nor 
bacteriologically. The method used was as follows: A 
Joop around each ureter, consisting of a double braided- 
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silk ligature, with ends tied together, and armed with 
a slightly curved needle. An incision was made about 
one inch long in the rectum. This loop and needle were 
inserted into rectum for about an inch in a downward 
direction, and the needle made to penetrate the wall of 
rectum and by gentle traction, ureter was pulled into 
the lumen of the bowel, the aim being to have it from 


14 to %4 inch inserted into the rectum. The rectal 
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uretero-intestinal anastomosis. Figs. 
Figs. 5 and 6, 


Figs. 1 and 2, Krynski 
5 and 4, Fowler—uretero-intestinal anastomosis. 
Martin—uretero-intestinal anastomosis. 
wound closed with a continuous suture, which embraced 
the peritoneum surrounding the ureters and firmly fixed 
them in the rectum without obstructing the lumen of 
either ureter. The loops of thread were then put on 
stretch and cut off close to the peritoneal coat of the 
bowel. Its elasticity allowed the loops to drop back into 
lumen of the rectum, while the peristaltic action and 
the passage of feces would sweep them off the ends of 
the ureters and carry them out with the stools. There 
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was also incorporated in Dr. Reed’s paper the following 
report: “In the case operated on by Dr. Leet, of Seran- 
ton, Pa., where the ureter was implanted into the rectum 
and the patient recovered from the operation, but died 
subsequently from an entirely different disease, not con- 
nected with the operation, I am told the patient suf- 
fered no inconvenience from the ureters being implanted 
into the rectum. And when a post-mortem was made 
there was found to be complete union without conse- 
quent nephritis. Neither was there stenosis of the 
Morestin, in 1892, performed in all sixteen 
Ten were bilateral implantations. all of 


ureter.” 
experiments. 
which died, the cause of death being either peritonitis. 
pyelonephritis or hydronephrosis from stricture. Six 
were unilateral implantations, three being followed by 
leakage, and three by stricture. Kiister performed, in 
IS91, on man, a complete cystectomy, followed by im- 
plantation of the ureters into the rectum. The patient 
died on the fifth day after the operation. The post- 
mortem revealed purulent peritonitis with kidney in- 
fection. Chaput experimented on dogs in a great va- 
riety of methods, but with almost uniform failure. Tn 
Is92. having heard of Reed’s successful case on the dog. 
and considering that the operation could be more easily 
performed on the human being than on the lower ani- 
mals, he decided to operate on the human being. For 
the relief of an uretero-vaginal fistula, he implanted 
one ureter into the colon. See plate v, Fig. 5 and 6. 
It is of interest to note that during this operation the 
iliac vein was opened by mistake, instead of the ureter. 
The result was called a recovery. Encouraged by the 
apparently favorable outcome of his first case, he again 
operated for tuberculosis of the bladder. The left ureter 
was inserted into the colon on Noy. 25, 1892. Recovery 
was complete and rapid; the result seemed to be a suc- 
On March 1, 1893, the right ureter was inserted 
Death occurred on the same day. Un- 
In his procedure. 


COSS, 
into the colon. 
fortunately, no autopsy was made. 
the posterior lip of the ureteral orifice is fastened to the 
still-intact intestine by three or four sutures passed 
through the muscular layers only. The intestine is then 
incised for about 1 em. at a point several centimeters 
below the preceding row of sutures. ‘The mucous layers 
of the posterior lips of the two orifices are immediately 
sutured, and the anterior lips are united by a row of 
sutures through the muscular wall. The entire end of 
the ureter should finally be buried at the bottom of a 
fold of the intestinal wall by means of Lembert stitches 
so placed that the union will be completely covered for 
a distance of about 2 centimeters. Rosceszewski, in 
1892, made six one-sided implantations, five of which 
died. Three months after the first operation the re- 
maining living dog was anesthetised and the ureter of 
the opposite side inserted into the rectum. The anima! 
died of peritonitis. At the autopsy the site of the first 
inoculation was found to be the seat of a marked stric- 
ture, causing a pyonephrosis. Weller Van Hook, in 
1893, in his classic contribution to the surgery of the 
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ureters, records some few experiments on the implanta- 
tion of the ureter into the intestinal tract. After uni- 
lateral implantation eight times, five of the animals 
survived. But following the bilateral operation death 
occurred in all cases within six days. His method was 
as follows: After severing the ureter, ligate the cystic 
end of the duct, and then split the opening of the renal 
portion of the tube upward for a distance equal to 
three times its diameter. Cause two small needles armed 


with a single fine silk or catgut thread to pass from, 


within outward through the split end of the ureter. 
‘The ureter is thus grasped in the loop. Now, pass the 
two needles into the bowel through a small longitudinal 
slit on the free border and carry them downward about 
one-half inch. When they are now pushed out through 
the rectal wall, the ends of the thread may be lightly 
tied together, drawing the ureter into position and per- 
manently maintaining it there. The operation is com- 
pleted by covering in the knot with two or more Lem- 
bert sutures, closing the rectal wound as well as possi- 
ble without compressing the ureter, and applying a 
peritoneal graft. Thompson, in 1893, implanted ex- 
perimentally into colon and rectum and, in reporting 
the same, mentions the difficult technic. After implan- 
tations into the small intestine, one animal recovered. 
On necropsy, a moderate hydronephrosis and a slight 
stenosis of the anastomotic opening was found. He 
called attention to the peristaltic action, which, by its 
short duration, but oft-repeated closure of the duct, 
may act as a causative factor in producing this dilata- 
tion. Giordano, in 1894, experimented on fourteen 
dogs. of which only three lived—77, 84 and 121 days, 
respectively. He endeavored to improve the results thus 
far obtained by operating extraperitoneally. Instead 
of using an anterior abdominal! incision, he employed 
a lumbar, and in some instances even partially resected 
the sacrum. Duplay, in 1894, operated on a 10-year- 
old girl, implanting the ureters into the sigmoid, but 
death resulted. Rein, in 1894, in a case of exstrophy, 
sutured the ureters into the bowel. The immediate re- 
sult was satisfactory, but the final result is unknown. 
Tuffier and Dujarier, in 1896, removed the bladder for 
carcinoma, after which catheters were fixed in the ure- 
ters by means of a stitch that penetrated the wall end 
its ends were left long. Small openings were now made 
in the rectum and the ends of catheters, ureters and 
stitches made to pass through these openings. Catheters 
and stitches protruded through the anus. Traction on 
these stitches was relied on to keep up the contact be- 
tween ureters and rectal wall. The threads were knotted 
on a foreeps and so prevented from retracting. Two 
months after operation the patient was in good health 
and able to work. Seven months after operation death 
occurred. No details were obtainable. Kalabin. in 
1898, experimented on twenty-four dogs. On ten he 
made a bilateral implantation into the rectum, the ani- 
mals dying in a few days from peritonitis. Fourteen 


unilateral implantations were made with no better re- 
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sult. In conclusion he states that implantation of both 
ureters is never admissible, and one ureter is to be at- 
tempted only in the most extreme cases. Schnitzler, in 
1898, reports two cases of direct implantation, the 
first for relief of an uretero-vaginal fistula, in which 
he made an unilateral implantation into the ascending 
colon, which resulted in recovery. In the second case— 
carcinoma of uterus—both ureters were implanted, one 
into the ascending colon and one into the descending 
colon. In this instance death ensued in a few days, and 
on post-mortem examination pyelitis was found on one 
side. C. Beck. Oct. 4, 1899, presented before the Chi- 
cago Medical Society a case on which he had operated 
three months previous. He said at this time there was 
not the slightest symptom of kidney infection, and gave 
the following description of his operation: “The opera- 
tion as performed is a suggestion of Maydl, partly the 
operation of Dr. Martin, with some modification of my 
own. The ureters were not implanted in the same line, 
hut one above the other into the sigmoid flexure. The 
ureters were implanted in such a way that after they 
had been cut off from the bladder at a distance of an 
‘inch the ends of the ureters were dissected, a flap was 
formed in the gut consisting of peritoneum, subperi- 
toneal tissue and muscular tissue, leaving nothing but 
the mucosa and submucosa. This flap was turned back 
and the ureter put underneath it. Underneath the flap 
i small opening was made and the ureter was drawn 
about an inch and a half into the bowel, so that the 
ureter was hanging free, with a portion of it in the 
bowel. Around this flap the ureter was carefully su- 
tured in a sort of a groove of the wall of the bowel. 
The peritoneum below was sutured for a short distance.” 
Plate vii, Figs. 3 and 4. Dr. C. Beck lays great stress 
on the end of the ureter lying free in the lumen of 
bowel. On account of this fact he expects to prevent 
infection or stricture. This placing of the free end of 
the ureter deep into the lumen of bowel was first per- 
formed by T. Smith in 1879, and by Tuffier in 1888. 

B. I. 2.—Achille Boari, in 1896, presented an in- 
genious apparatus resembling in many respects the Mur- 
phy button, which he had devised with a view to reduc- 
ing the time consumed in these operations, and also as an 
aid in securing more perfect union in ureteral implanta- 
tion. See Plate vil, Figs. 1 and 2. Two successful cases 
were reported in which the button came away on the 
eighth and twelfth days, respectively. In neither of these 
eases had there been any signs of uremia since the opera- 
tion. Also Chalot, in 1897. advances a mechanical aid, 
to be used as is the Boari button. It consists of a small 
tube with olive-pointed ends; a groove or depression, 
between the bulbous ends, serves to retain the ureter 
and rectum in contact. 

B. I1.—Mr. Lloyd, in 1851. attempted to utilize the 
sphincter ani by establishing a communication between 
the posterior wall of the bladder and the anterior 


wall of the rectum. The procedure which Mr. 
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Lloyd adopted for eventually conducting the wrine 
into the rectum was as follows: He introduced the 
index finger of his left hand into the anus and glided 
on that finger a seton-needle armed with a silk thread, 
to which was attached a thick skein of the same ma- 
terial. ‘There was some difficulty in directing the needle 
around the pubic ligament from the rectum and close 
to the prostate into the posterior walls of the bladder 
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anastomosis, 
Figs. 


Boari-Button, uretero-intestinal 
Beck—uretero-intestinal anastomosis. 
uretero-intestinal anastomosis. 


Figs. 1 and 2, 
Figs. 3 and 4, Car! 
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the greatest pains being taken to keep away from the 
peritoneum; but after a little while the needle was seen 
to transfix the tumor. The thread was now disengaged 
from the eye, the lance, which could be taken off from 
the stem. removed, the handle and stem withdrawn 
through the anus, and the skein pulled after the thread 
and made to pass through the protruded vesical walls. 
Mr. Lloyd considered that the traction exerted down- 
ward would cause the urine to pass by the skein into 
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the rectum, and that in all probability a canal might 
thus be formed which would materially diminish the in- 
convenience produced by the malformation. ‘The case 
proceeded pretty favorably up to the fourth day. On 
the sixth day Mr. Lloyd removed the skein of silk, but 
the man became much worse and expired on the seventh 
day after the operation. The body was examined with 
great care and it was found on opening the abdomen 
that the immediate cause of death was peritonitis. The 
rectum had much deviated to the left side of the sacrum 
and the peritoneum covered it as low down as the anus, 
<0 that the seton-needle had passed through the cul-de- 
sac formed by that membrane so much lower than usual}. 
Thus it became plain how the peritonitis had been ex- 
cited. Mr. Athol Johnson’s case was a repetition of 
Lloyd’s experience. The patient was a child, and death 
ensued shortly after the operation, from peritonitis. T. 
ITolmes, in 1869, reports a case in which, after perform- 
ing a flap-operation. he was not satisfied—a sinus per- 
sisting—with the result obtained. In an effort to divert 
the flow of urine into the rectum, he made an artificia! 
communication between the imperfect bladder and the 
rectum. Profiting by the experience of Mr. Lloyd and 
of Mr. Johnson, he endeavored to reduce the danger of 
infecting the peritoneal cavity by using an apparatus 
similar to Dupuytren’s enterotome in making the open- 
ing. One blade was placed in the rectum, the other in 
the bladder, and the two gradually pressed together. 
In reporting the case Holmes says: “The attempt 
failed, for though the urine passed in considerable quan- 
tities into the bowel, a good part of it still continued to 
escape above the pubes. I endeavored to obviate this 
by closing the suprapubic opening altogether by plastic 


operation. The opening was thus in fact reduced to a 
sinus. But this caused such intolerable pain when the 


bladder was distended and such accumulation of sabu- 
lous matter in it, that 1 was fain to abandon the at- 
tempt, break open the suprapubic hiatus again and 
allow the rectal communication to close.” Thiersch, in 
1881, practically repeated the effort of Mr. Holmes. 
“In order to avoid the use of a urinal by allowing the 
urine to flow into the rectum, Thiersch, in the case of a 
girl, brought about necrosis of the vesicorectal wall by 
the continuous application of a clamp.” J. Frank, in 
1899, advises the use of his “bone-coupler,” the same as 
is used for enterorrhaphy, as an aid in establishing a 
vesicorectal anastomosis. 

The operation consists of anastomosing the bladder to the 
rectum with my decalcified bone-coupler. 

The technic is as follows: In a male dog the incision is made 
in the groin, and in a bitch, in the median line. Generally the 
bladder is found distended, and is emptied by squeezing it 
gently with the hand, when the urine escapes through the 
natural channel. The rectum is next picked up and freed of 
its contents, as in any intestinal operation. The bladder and 
the rectum are then brought forward and placed in apposition 
for anastomosis. Two or three interrupted Lembert sutures 
are now taken about half an inch below the lower ends of the 
incisions determined on in the bladder and rectum, care being 
exercised in selecting them that the coupler, when it is in- 
serted, will not encroach on the ureteral openings in the 


he. & 
7 
il 
= 
| 
= = 
e 36 V4 4 
901 gr 
OK. 
\ 
* 
ly 
\ 
nit 


H62 


bladder. A longitudinal incision is then made in the bladder 
large enough for the coupler selected, and a puckering string 
applied over and over the cut margin. The rectum is next 
opened in its long axis and a puckering string similarly ap- 
plied. The suture should be taken so that the free ends lie 
uppermost, thus facilitating easy tying. The operator now 
lips the coupler into the bladder opening, at the same time 
vently spreading the collars apart, while an assistant makes 
one knot and draws down on the puckering string until the 
rubber tubing is felt; another knot is made and the ligature 
cut off short. The other half of the coupler is then slipped into 
the rectal opening, and likewise tied and cut off. Several in- 
terrupted Lembert sutures are taken around the borders to 
make the work more secure. The operation is very simple and 
can be accomplished in ten or fifteen minutes. 


lle states that of fifteen dogs operated on, ten re- 
covered and five died. This procedure has been per- 
formed once on the human subject by A. E. Halstead. 
of Chicago, the patient living for forty-eight hours, 
during which time the urine passed per anum with no 
leakage at site of suture in bladder wall. Death oc- 
curred due to shock. 

B. I11.—Tuttier was the first to propose the implanta- 
tion of the ureter with its sphincter, its normal orifice, 
in order to prevent stricture and ascending infection. 
This is the principle utilized by Maydl in his transplan- 
tation of the trigonum. Maydl, in 1894, presents two 
cases of exstrophy of the bladder which he operated on. 
It is, in brief, as follows: The bladder-wall is loosened 
from the abdominal wall; then he opens into the ab- 
dominal cavity, at its upper part, and excises from the 
bladder an oval area containing the ureteral openings. 
The margin of this area is 1.5 em. (5g inch) away from 
the orifices. The ureters are carefully dissected out, after 
having sounds inserted into them. This area, with the 
ureters attached, is now detached from all surroundings 
and the remainder of the bladder-wall extirpated. The 
sigmoid flexure is drawn into the wound and a longitudi- 
nal incision made in its convex surface. The isolated 
area of bladder mucous membrane, with ureteral open- 
ings, is now sutured in this incision in two layers, a row 
of mucous stitches and then the Lembert stitches. The 
bowel is then replaced in the abdominal cavity and the 
wound closed with drainage. A permanent drainage- 
tube is inserted into the rectum. In 1896, he reports 
three more cases, two of which recovered and one died. 
the death being attributed to the prolonged narcosis. 
Ile reports, in 1899, five more cases, all of which re- 
covered. This method of Maydl, or the principle, that 
of transplantaing the trigonum, has been repeated quite 
extensively since its introduction, and has been modi- 
lied slightly by some operators. Pisani extirpates all of 
the bladder except the site of the ureteral openings, 
which is transplanted to the posterior wall of the rec- 
tum. through an incision in the anterior wall. The 
mucous membrane of the posterior wall has been re- 
moved for an area equal in size to the surface to be 
transplanted. He has operated on two dogs; one died 
at the end of sixty-two hours of collapse, and the second 
on the sixth day, the post-mortem revealing septic peri- 
tonitis. Mauclaire similarly retains the trigone, but 
the method being so unique in other respects, it has been 


EXSTROPHY OF THE BLADDER. 


Jour. A. M. A. 


included under another heading (Artificial Anus). 
Peterson’s method is as follows: “A rectangular flap 
is formed out of the trigonum, the edges of this flap be- 
ing made at least one quarter of an inch distant from 
the ureteral orifices. The sigmoid flexure is drawn 
downward and incised to a distance equal to the space 
between the ureteral orifices. This trigonal flap is 
spread over the incision, so that the orifices open into 
the incision in the bowel. The external coat of the 
bladder-flap is united to the bowel by a right-angled 
continuous suture. The bladder mucosa is pushed in- 
ward and the needle passed so that the external bladder 
wall is inverted and made to rest against. the serous 
coat of the bowel.” See Plate vii, Figs. 5 and 6. 

The operations based on the plan of Maydl. performed 
since 1892, are given below. with results: 


| 
Date of Number 
report. Operator, of cases. | Recovery. Death. 

1895 Trendelenburg 1 1 
180 Maye 3 2 1 
1806 Trombetti.. 1 1 
1806 Krynski . 1 
1806. . ./Park... 1 
1806 .Wolfler.... . 1 | 
1807. . .|Mikuliez. . 1 1 
1897 . Ewald 
1897 Riselberg . . ? 2 
1898 Tuftier. 1 1 
R. Frank 1 1 
1899 1 1 
.|Nové Joserand . . 
1899 1 1 
1899 Herczel 3 

2S | 2% i 


In 1897 Nové Joserand collected seventeen cases, in- 
cluding one by “Tarver,” with no reference given. From 
the available literature, the only “Tarver” writing on 
this subject appears under the title: “Exstrophy of the 
Bladder in a Girl of 13 Years: Operation, Relief.” in 
the Medical Record, July 10, 1897. This case was not 
operated on by Maydl’s method, nor eyen a modifica- 
tion of the same. No communication was made with the 
bowel. Flaps of mucous membrane of the bladder were 
dissected free and then united, thus forming a small 
receptacle which held urine for from four to six hours 
at a time. Of the twenty-eight cases operated on by 
the Maydl method, or a close imitation of the same. 
three deaths are recorded, 10.7 per cent. In two cases. 
death was directly attributable to the operation per se. 
7 per cent. And in this series only one instance is re- 
corded where an ascending infection of the kidney and 
ureter has taken place, 3.5 per cent. These statistics, as 
is true of all statistics, must be viewed in the light of a 
possibility, that additional cases may have been operated 
on, but having met with an unfavorable outcome, have 
not been reported. The fact that these cases have lived 
for a number of years does not of necessity imply that 
the kidneys in these individuals are not infected. The 
first case operated on by this method, in 1892, has been 
lost sight of. The second case, ureters transplanted into 
sigmoid in 1892, is reported in 1899 as being in perfect 
health, thus making the duration of the trial extending 
about seven years. The first case of uretero-rectal anas- 
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tomosis on record in which the safeguard, the trigonum, 
was not preserved, lived for nearly one year and then 
died with infected kidneys. The case of Richardson, in 
which the urine passed per anum for seventeen years 
and then finally died “of fever,” mav be cited again in 
this connection. Cases of chronic eystitis may live 
comfortably for vears without any symptoms of ascend- 
ing renal infection; and, more rarely, other cases do 
acquire a pyelonephritis; the reason for this different 
behavior of these cases can only be surmised. It is 
claimed by some that even if infection may oceur. the 
operation is nevertheless a justifiable procedure, be- 
cause it allows the individual to become a useful mem- 
her of society, at the same time enabling him to indulge 
in the customs of his associates as does the normal per- 
-on, This state of affairs, it is claimed, if even for a 
hort time, is to be preferred to a longer lease of life 
under circumstances which at best will make it pitiable. 
That the rectum will tolerate the presence and accumula- 
tion of the urine for a variable number of hours has 
heen conclusively demonstrated by this series of opera- 
tion and others, and also by the experimentation on the 
lower animals. In only two of the above cases was 
there incontinence, the others retaining the urine with- 
out any difficulty for from three to seven hours, and in 
one instance as long as ten hours. The Maydl method 
las not been employed extensively in experimenting on 
the lower animals; ani in the few instances where 
it has been repeated on dogs the results have been 
essentially different from those obtained after oper- 
ating on man. Kalabin has performed this particular 
method on five dogs, all of which died in from three 
io five days. R. Matas undertook to repeat Madyl’s 
ivpical operation on two dogs, with death following 
in twenty-four and thirty hours, respectively, from 
septic peritonitis, evidently caused by infection from 
the bowel during the operation. 


. IV.—In order to prevent ascending infection, 
which was found to be so frequent a sequel following im- 
plantation into the bowel, other methods were devised 
with a view to the formation of an artificial valve at the 
seat of the anastomosis, or in cases where the natural ori- 
fices could not be transplanted. The effort was made to 
make the union with the intestine in such a manner as to 
imitate the natural oblique course of the ureteral inser- 
tion in the normal bladder. Kryinski, in 1896, turns 
back a triangular flap of rectal tissue composed of serosa 
and muscularis, and attaches the ureters in this exposed 
area; then makes a small opening in the submucosa 
and mucosa for the escape of the urine. The triangular 
area is then replaced and sutured in position over the 
ureteral ends. See Plate vi, Figs. 1 and 2. Vignoni, 


in 1896, made a V-shaped valve from the rectal wall; 
attached the ureters to this flap, and covered all by su- 
turing the wound-edges over the valve. Fowler, in 1898, 
combined the advantages of a “valve” with those of an 
oblique insertion of the ureter into the rectum. 


See 
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Plate vi, Figs. 3 and 4. He makes a longitudinal in- 
cision in the bowel down to mucosa, the edges of which 
Then he cuts a flap 
in the mucosa, tongue-shaped, with its base up. This 
flap is folded on itself, with a mucous surface on each 
side. and fastened in this position with sutures. The 
ureters are fastened to this flap, and then the flap, with 
ureters attached, is pushed into the lumen of the ree- 
tum, and the wound closed, the membrane 
first. followed by Lembert stitches which extend con- 
siderably above the distal extremity of the ureter. His 
procedure differs from that of Vignoni in having the 
ureteral openings in contact with a mucous instead of a 
fibrous surface, and hence less liability to contracture 
Franklin Hl. Martin reports and exhibits 
specimens from three animals in which he had trans- 
Speci- 


he dissects and retracts laterally. 


mucous 


or stenosis. 


planted the ureters into the intestinal canal. 
inens were removed in four, eleven twenty-two 
months. Two were single and one double, and in each 
case kidney infection was present. These three cases 
were the successful results in a serics of thirty-four ex- 
periments. This demonstration was shortly followed by 
a presentation of a new method of making the union. 
See Plate vi. Figs. 5 and 6. This, in brief, consists of 
the following steps: 1. Dissecting ureters free for a 
distance of 3 inches; ligate and cut. 2. The ureters 
are placed side by side and approximated in this posi- 
tion by stitches, which do not enter lumen of duets. 
One suture penetrates adjacent walls of both ureters 
near orifices. This suture is left long and is armed with 
two needles. 3. A 2-inch long incision is made in 
upper wall of bowel, penetrating peritoneal and subperi- 
toneal tissue only, and exposing an oval surface of mu- 
cosa 2 by Linch. 4. Strip bowel of contents and apply 
clamps: make small incision through remaining coats 
of bowel at about one-third distance from lower end of 
denudation. This opening must be large enough to 
admit the two ureters without pressure. Insert the two 
needles into lumen of bowel through this opening and 
bring them out, slightly separated, through the wall at 
2 point about an inch below the opening; that will be 
2 little below the lower border of denuded area. Now 
pull ureters into where the stay sutures make their 
exit. 5. Place ureters at right angles to the bowel. 
Secure them to fibrous and mucous coats of bowel by 
means of a number of sutures, taking care not to pene- 
trate into mucosa of ureter or to cause a constriction 
of the tubes. 6. Bury ureters in muscular coat of 
bowel by folding it over them for a distance of 1 inch 
and securing it to ureters by fine silk sutures. ¢. 

Peritoneal coat is united over the ureters until they 
divide, and under them above the point. 8. Close ab- 
domen, with gauze drain. The following “principles 
of the operation” are presented: 1. The uterers empty 
into bowel in the direction of its long axis. and urine 
is discharged in direction of the fecal current. 2. The 
ureters are buried in the walls of the rectum for an ineh 
or more: the act of defecation will empty the ureter 
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by a milking process. 3. The ureters are protected by 
muscular coat of intestine. This coat will hold ureters 
closed when rectum is aiding in defecation. 4. The 
ureters are implanted in lower bowel, which is nor- 
mally empty except when defecating. This method was 
employed upon nine animals, seven of which died and 
two recovered. One of those which survived the opera- 
tion was killed after about three months while in ap- 
parent good health. On examination one kidney was 
found to be infected. 


B. V. 1.—Rose, Gallet, and Resegotti report the 
eases which are included under this section. By making 
a small vagino-rectal fistula, and then closing the anter- 
ior vesical wall, with a closing of the vagina, the urine 
was conducted into the rectum. 

B. V. 2.—Mauclaire advised the following proce- 
dure: A section of bowel is made at about the junction 
of the sigmoid and rectum. The distal end of sigmoid 
is sutured into the inguinal region or perineum as an 
artificial anus. The trigone, with the ureters, is placed 
within the proximal end of the rectum, which is then 
closed. This operation was performed on man by Ger- 
suny. 


B. V. 3a.—Tizzoni and Poggi conducted a series of 
experiments on dogs in an effort at making an artificial 
bladder from an isolated loop of intestine. In the first 
step, a loop of intestine was resected. At a second, the 
bladder was extirpated and the ureters inserted into one 
end of the isolated loop of intestine, the other end ef 
which was connected with the urethra. As a result, in- 
continence was at first present, but normal evacuation 
soon followed. They also tried to do the entire pro- 
cedure at one sitting, but met with failure in every 
instance. 

B. V. 3b.—Hochenegg suggested an artificial blad- 
der, also of a loop of bowel, but communicating with the 
intestinal canal. 

Opsections: The liability to ascending infection 
of the ureter and kidney and stenosis of the opening of 
the duct, may be advanced as an objectionable point. 
Matas says: The operator who cuts off both ureters 
from the bladder and transplants them into the colon, 
must experience a certain and unavoidable anxiety—an 
axiety that only further experience will overcome—that 
is born of the feeling that he has burned his ship be- 
hind him and has staked all his patient’s chances, all 
his hopes, in the hazard of the game. It is the utter 
and absolute hopelessness of remedying the evil when 
this does occur that must make any conscientious oper- 
ator vacillate and question his mind and his responsi- 
bility many times over before deciding to embark in so 
perilous an undertaking.” 

The above-stated weak points will be found to hold 
especially true of the methods of axial implantation. 

In vesico-rectal anastomsis the normal ureteral in- 
sertion, as a safeguard, is retained. The method ot 
J. Frank is undoubtedly a marked improvement over 
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the old and forgotten methods of producing anasto- 
mosis. Difficulty may be experienced in perfectly clos- 
ing the anterior wall of the bladder. The operation is 
only applicable on the male, and it is noted in this con- 
nection that but few cases occur in the female. Martin 
and Taylor, in the “American Text Book of Genito- 
Urinary Diseases”: “In the cases in which the intestine 
or rectum opens into the bladder, the bowel and contents 
greatly aggravate the severity of the inflammation and 
markedly favor ascending infection.” 

In implantation of the trignonum vesice, ascending 
infection occurs in some cases of cystitis, where the 
normal insertion of the ureters is not interfered with. 
1. Is it not just as liable to occur, if not more so, after 
this area of bladder-wall is inserted into the rectum ? 
2. The so-called “muscles of the ureters,” which tend 
to maintain this oblique insertion of the distal ends of 
the ducts, are separated from their origin and are 
hence rendered worthless. 3. According to Fowler. 
the rectum or sigmoid proper is not a closed cavity 
in the same sense that the bladder is, and accumulating 
urine can not exercise pressure to the extent that this 
occurs in the normal urinary viscus. 4. Danger of the 
implanted trigone to slough. 5. The existence of a con- 
genital anomaly in the sigmoid or omega colon may oc- 
cur, in which the mesentery is so short that it will be 
impossible to drag the colon to the median incision, thus 
seriously complicating the technique, as in Park’s case. 
(Matas.) 6. The possibility of contaminating the peri- 
toneum, in the course of the vesico-colostomy or subse- 
quently, if sloughing should occur after the operation 
has been completed. (Matas.) Pisani’s mode of pro- 
cedure seems to present no particular advantage. Peter- 
son has in no way decreased the time consumed, nor 
rendered the danger of kidney infection or peritonea!} 
infection less. 

The “valve” or particular manner of inserting the 
ureters into the wall of intestine, will, in all probability, 
prevent gross macroscopic contamination, but will be 
ineffective as a barrier against microscopic infection. 


-The experiments thus far have not been particularly 


encouraging. ‘Thompson, in speaking of the peristaltic 
action, considers it not a desirable point, but on the 
contrary regards the occlusion, short in duration but 
oft repeated, as a causative factor of hydronephrosis. 
This in itself is predisposing to infection. 

1. In vesico-vagino-rectal fistula there exists the diffi- 
culty of establishing a water-tight communication from 
the ureteral orifices into the rectum. There are also 
the same objections as to others in this division. As- 
cending infection is reported in one case (Rosegotti), 
operated on in this manner. 2. The artificial anus 
theoretically is a marked improvement on the other 
methods, as the ureters open into, and the urine is 
conveyed to, a cavity comparatively sterile. The for- 
mation of an efficient sphincter for the bowel is doubtful 
and the resulting artificial anus would be by some con- 
sidered but little improvement over the original con- 
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dition. The operation itself is quite formidable. 3. 
An artificial bladder opening into the urethra ap- 
proaches in theory very -losely the ideal. The mesen- 
tery as a band stretching across the abdominal cavity 
might be a cause of incarcerations and strangulations 
But practically the procedure would 
An artificial bladder 


of the bowel. 
be a most formidable operation. 
opening into the intestinal tract is a similarly danger- 
ous undertaking, and as it communicates with the bowel, 
the new bladder seems to be of no practical value. 
‘The method is open to the same objections cited above. 

EXPERIMENTS. 

The following experiments were undertaken with 
a view to determine which of the less complicated 
methods would prove the most desirable ureteral im- 
plantation. ‘The form of the report is a condensed table, 
or list of the experiments, with the results, and fol- 
lowed by supplementary notes in which details deemed 
worthy of mention are recorded. 

EXPERIMENT 1.—The right) uretei inserted into the 
rectum by the Van Hook method; the animal made an un- 
eventful recovery. 

EXPERIMENT 2.—Both ureters were implanted by the Van 
Hook method and the animal died on the second day after the 
operation. At necropsy a diffused peritonitis was manifest, 
and fluid was found in the peritoneal cavity. 

EXPERIMENT 3.—The right ureter was inserted, after the 
plan advised by R. H. Reed; the animal escaped the next morn- 
ing. 

EXPERIMENT 4.—Both ureters were inserted in the same 
tnanner as in No, 3, and the animal died thirty-six hours after 
the operation. Fluid was found in the peritoneal cavity, with 
peritonitis. 

EXPERIMENT 5.—A bilateral implantation, into the rectum 
was made according to the plan of Chaput. (See Plate V., Figs. 
5 and 6). Death followed on the second day from peritonitis 
and leakage. 

EXPERIMENT 6.—A bilateral implantation was made by the 
method of Krynski. (See Plate Vi., Figs. land 3.) The result 
was about the same as in No. 5. 


Was 


EXPERIMENT 7.—Implantation of both ureters was made by’ 


means of a “metallic nozzle.” This contrivance consisted of a 
small tube with a bulb at one end, and two silk threads, each 
tied in the middle to the tube at the base of the bulb, and 
each end of each thread armed with a small round needle. 
(See Plate III. Figs. 1 and 2.) The needles were passed from 
within out through the walls of the ureter, at a reasonable 
distance from its cut end. Gentle traction on these threads 
drew the bulb into the ureteral orifice. A small opening was 
next made into the rectum and the needles passed into the open- 
ing and out through the rectal wall. Traction again brought 
the “tube” and ureteral end into the rectum; the threads were 
then tied on the outside, and the knot covered by a few Lem- 
bert stitches. Death resulted. 

EXPERIMENT 8.—In this experiment an effort was made in 
the direction of an artificial bladder—from an isolated loop of 
intestine—similar to the method adopted by Tizzoni and Poggi. 
After making a median incision in the abdominal wall and 
bringing up a loop of intestine, six to eight inches of the bowel 
was resected, but retaining its attachment with the mesenter™ 
This isolated loop was thoroughly cleansed by flushing with 
warm sterile water, then wrapped in warm compresses and laid 
to one side. The divided intestine was then united by circular 
enterorrhaphy and replaced in the abdominal cavity. The 
ureters were then located, ligated and divided; the proximal 
end was then laid on one end of the isolated loop of intestine 
and attached thereto by a silk suture, penetrating all coats of 
each. (See Plate III, Fig. 3.) This end of the loop was then 


invaginated, carrying with it the open end of the ureter, into 
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the lumen. (See Plate LI, Fig. 4.) The invagination was 
fixed in place by sutures. “Ihe other ureter was attached in the 
same manner to the opposite end of the isolated loop, and the 
middle of the artificial bladder thus made was sutured in the 
abdominal wound and then opened. 
second day from peritonitis. 

EXPERIMENT {.—A second operation was done by implanta- 
tion of the left ureter, one week after the first operation, by 
the same method, that of Van Hook. Death resulted on the 
second day. On post-mortem the right side showed slight dila- 
tation; cocei and bacilli were found in the pelvis: left side was 
negative. Diffused peritonitis was evident, with leakage. 

I-XPERIMENT 10.—This case was in all respects like that of 
No. 8, except that the cut end of the isolated loop was first 
invaginated, and then the ureters drawn into the lumen by the 
Van Hook method, and attached to the wall beyond the margin 
of the invaginated end. (See Plate ILL., Figs. 5 and 6.) The 
anchoring stitch was covered by Lembert stitches. The ani- 
mal lived tive days. Necropsy showed a general peritonitis, 
but no leakage. Both ureteral orifices were patent. 

EXPERIMENT 11.—An attempt at this point was made to 
more effectively guard against leakage and infection by drawing | 
the ureter through the v-shaped, triangular space at mesenteric 
side of the bowel—which is formed by the non-blending of the 
peritoneum after it surrounds the bowel. (See Plate LI, Fig. 
5.) A darning needle with a double thread was attached to 
the ureter, and at a point about 2.5 em.—] inch—from the cut 
end of the isolated loop of intestine, the needle was inserted 
into and traversed this v-shaped space to the incised edge, 
Where it was brought out. The thread, at its point of en- 
trance into the mesentery, was then grasped by a slender ana. 
tomical forceps. (See Plate IV., Fig. 1.) As traction is ap- 
plied to the needle and thread, the forceps burrows its way to 
the margin, thus dilating the track of the needle. The forceps 
is then withdrawn and the ureter is easily drawn into this 
“sleeve” and out to an extent of about 1 em.—14 inch. Then 
the cut end of the bowel is invaginated up to the point of in- 
sertion of the ureter. (See Plate IV., Fig. 2.) The ureter is 
anchored to the wall of bowel as before mentioned in No. 10. 
(See Plate IIL., Fig. 6.) The animal died on the sixth dav 
from peritonitis. Both ureters were patent. 

EXPERIMENT 12.—A repetition of No. 11 with death result. 
ing on the third day; peritonitis; both ureters patent. 

EXPERIMENT 13.—In all respects similar to Nos. 11 and 12, 
except that only one ureter—the right—was inserted; the op- 
posite end of isolated gut was included in the abdominal 
wound. Recovery was the result. 

EXPERIMENT 14.—Both ureters. In an attempt to retain the 
advantages of the “sleeve” and to add those of obliquity in im- 
plantation into the intact bowel, a variation from the last 
procedure was adopted. The darning needle and forceps, as 
used in No. 11, were again utilized. The needle, armed with 
the thread which is attached to the ureter, is inserted into the 
triangular space between bowel wall and mesentery, and is made 
to travel in this space for a short distance. Then the point 
penetrates the walls and enters the lumen of the bowel. After 
proceeding in the lumen of the gut for a distance of about 
| em.—14 inch.—the needle again penetrates all coats and is 
brought out on the side of the bowel about .5 to 1 em.—1% to 
inch—above the mesenteric attachment. The thread is 
grasped by the slender forceps, and by the aid of gentle trac- 
tion, the forceps bores its way through the coats into the lumen 
of the bowel: then after slight dilatation of this artificial! 
canal, the forceps is removed and the ureter. pulled into the 
bowel, along the passage thus made. (See Plate IV., Figs. 3 
and 4.) Death on the third day. 

EXPERIMENT 15.—A repetition of No. 14, except that one 
ureter—the right—-was inserted instead of both, with the result 
that the animal recovered. 

EXPERIMENT 16.—Similar in all details to No. 14. Both 
ureters were inserted by the so-called “sleeve”? method, result- 
ing in death on the fourth day. 

EXPERIMENT 17.—The animal in experiment No. 15 had re- 
covered apparently. The right ureter had been implanted by 
the sleeve method into the ileum. five weeks previously. Now 


‘Lhe anima! died on the 
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the left ureter was implanted by the same method, with the 
result that the animal might be said to have recovered from 
the operation per se. But seeing that ultimate recovery was 
improbable, the animal was chloroformed nine days after op- 
eration. The right kidney was a hydronephrotic sac, enlarged 
to the size of a bladder fully distended. The right ureter was 
enormously dilated, with complete stenosis of the orifice. In 
the lumen of the bowel, the site of insertion of the ureter was 
almost obliterated in the folds of the mucous membrane. The 
ileum in the vieinity of the inosculation was decidedly hyper- 
trophied. ‘The left kidney, as also its ureter, was slightly en- 
larged, dilated and congested; the ureteral orifice was patent 
but reduced in size. Colon bacilli and coeci were present. 
There were no colon bacilli in the right kidney; a few cocci 
were present. 

EXPERIMENT 1I8.—-Both ureters were implanted by the 
“sleeve” method described in No. 14. Death occurred on the 
third day from peritonitis. 

EXPERIMENT 19.-—\ repetition of No. 18, resulting in death 
on the sixth day. 

EXPERIMENT 20.—Trigone. A typical Maydl method was 
employed. Death resulted in two days; necropsy revealed a 
diffused peritonitis. 

EXPERIMENT 21.-—The same as No. 20, with the same result. 

EXPERIMENT 22.—The “sleeve” method, as in No, 14, was 
again emploved. The right ureter was implanted, with a re- 
sulting recovery. 

EXPERIMENT 23.—The same steps were utilized, as in No, 22, 
with the same result, 

EXPERIMENT 24.—-Left with trigone. A modification of the 
Maydl method was employed. An effort was made to reduce the 
number of stitches used and hence decrease the time consumed, 
and at the same time to lessen the liability of feeal fistula 
following, as has occurred in a number of otherwise successful 
cases on the human being. ‘Lhe following steps were employed 
in this procedure: 1. Removal of the trigone as in the Maydl 
method. 2. Bringing of the sigmoid into the abdominal in- 


cision, %. An incision about 4 em.—1% ineh—in length is 
made in the sigmoid. 4. The removal of the mucosa, by 
means of a curved curette, from the intestinal wall for a dis- 
tance of 1 to 1.5 em.—, to 1% inch—in all directions from the 
opening. 5. In the trigone three sutures are inserted, each 
armed with two needles, entering on the mucous surface of 
trigone. (See Plate 1V., Fig. 5.) Two needles placed equally 
distant from the edge of the trigone and ureters, and one be- 
tween the ureters. 6. The needles are inserted into the open- 
ing in the bowel, and are brought out, one on each side of the 
incision, near its superior and inferior angle, and one in the 
middle. 7. The trigone, having been folded in such a manner 
that its size is reduced to the least possible extent, is inserted 
into the bowel, through the opening made for it. 8. The six 
needles are removed and the three sutures tied. 9. The knots 
are covered by means of a Lembert suture. (See Plate IV., 
Fig. 6.) This method was put into effect only once, on an 
animal which had one ureter implanted by the “sleeve” method 
five weeks previous. The animal died on the second day. 
Necropsy revealed a diffuse peritonitis, probably due to infee- 
tion at the time of operation. There was no leakage. The 
right kidney—first operation—showed a hydronephrosis, a 
greatly dilated sac, with but a rim of kidney tissue at its 
convex periphery. The right ureter was dilated to twice its 
natural size. There was absolute stenosis at site of implanta- 
tion into the intestine, this point being but barely visible on 
the mucous surface of bowel. The left kidney was congested. 
but there was no dilatation of pelvis or ureter. 
CONCLUSIONS, 

The above table shows that twenty-four experiments 
were made; of these, one animal escaped, the result of 
which would in all probability have. been a recovery, as 
it was an unilateral implantation, and the series shows 
that all unilaterals recovered. Of the remaining 
twenty-three experiments, five recoveries resulted, and 
in each instance with stenosis and hydronephrosis ; this 
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is practically a removal of one kidney. The result at- 
tained in the foregoing series of experiments, was not 
altogether unexpected. 

The literature establishes beyond peradventure, that 
uretero-rectal implantation has been, and still is, a very 
imsatisfactory operation. Especially is this true in 
cases where both ureters are transplanted at the same 
time. The results obtained in experimentation on the 
lower animals are most discouraging. Matas, in speak- 
ing of Maydl’s operation on dogs, considers the oper- 
ation to be much more simple in the human subject, and 
less likely to be followed by septic infection. Contam- 
ination from the bladder or bowel can be much more 
effectually guarded against, especially if the sigmoid 
mesocolon is long enough to permit the bowel to be 
dragged out of the median incision. 

Chaput is quoted as saying: “I believe that the diili- 
culty in obtaining good results in these operations on 
dogs is due in part to the very small size of the ureter 
in the animal, and in part to the great rigidity of the 
intestinal walls causing the suture to cut through the 
tissues and rendering union almost impossible. The 
experiments on dogs therefore are not to be relied on 
to furnish material from which to draw valuable con- 
clusions as to the advisability of similar operations on 
man.” 

In every instance where both ureters trans- 
planted, death followed in from two to six days, being 
due to peritonitis, with or without leakage. 

In each instance where a single ureter was implanted 
at a first operation, the animals recovered from the 
operation without any bad symptoms, and passed urine 
per anum, or through the artificial bladder in the case 
which recovered after the making of such a bladder. 

The animals in which the second ureter was im- 
planted at a second operation, died, in a similar manner 
to those in which the bilateral implantation was done 
at one sitting. The cause of this peritonitis is diffi- 
cult to arrive at. 

All ordinary precautions were taken against infeci- 
ing the peritoneal cavity. The same steps were pursued 
in the preparatory technic, in the same room, and wit! 
the same instruments, which were found to be absolutely 
safe by the same operator in performing intestinal work. 

Again, the dogs in which one ureter was transplanted 
recovered without any signs of peritonitis, but when 
two ureters were made to communicate with the rectum 
by the same method and under exactly similar cir- 
clunstances, the operation was followed by this inflam- 
mation of the peritoneum and death. 

On necropsy, it was found that in all cases of uni- 
lateral implantation, stricture and hydronephrosis re- 
sulted. The fluid in the sac was never purulent, but 
on making cultures of this fluid cocci were found, with 
a few colon bacilli. In the other cases, when the post- 
mortem was performed within a reasonable time after 
death, cultures were made, and in each instance both 
bacilli and coeci were found to be present. 
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The ureter was implanted into both the large and 
small bowel, with apparently no difference in result. 
Unfortunately, the animals did not survive the oper- 
ation for a sufficient length of time to allow that con- 
clusions of material value be arrived at. 

But from the above experiments, there can at least 
be deduced the conclusion, as confirmatory of others, 
that the bilateral axial implantation of the ureters into 
the rectum is at best a dangerous procedure. 

Further experiments with the implantation of the 
trigone will be carried on and reported in the future. 
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TYPHOID BACILLI IN THE URINE. 

Not a few of the results of investigations that are 
made in the laboratory and at the bedside are of com- 
paratively trifling value from the point of view of 
immediate results of a practical nature. From the 
standpoint of pure science, however, they may be worth 
much, 
in the ultimate aim of medicine, the prevention and 
cure of disease. In truth, much of our knowledge that 
is applied in the daily routine of medicine and surgery 
was obtained as the result of research undertaken with 
no thought or other incentive than the purely scientific 
one of discovering truth for truth’s sake. 

In the case of other facts that are announced as the 
result of scientific research, their applied working value 
is at once apparent. and they change not only existing 
theories but practice as well. Thus the discovery that 
typhoid bacilli are often present in the urine of patients 
ill with, or convaleseing from, typhoid fever will be 
productive of great results. 

The presence of typhoid bacilli in the urine of a 
patient ill with enteric fever is important, not only 
to the patient and his friends, but to the entire com- 
munity in which he lives. It is important to the patient 
because it may mean a cystitis, a pyelitis, a prolonged 
convalescence or an imperfect restoration to health. 
Occurring as it does, in about 25 per cent. of cases, it 
should be carefully sought for by the physician, and 
every typhoid urine that is even slightly turbid, or that is 
voided with evidence of slight pain or local irritation, 
should be examined for bacilli. But this is not enough, 
for in many of these cases no evidence of the presence of 
bacilli is given by turbidity of the urine or disturbed 
act of micturition. In fact, subjective complaint is the 
exception. Typhoid cystitis, as shown by Curschmann, 
is relatively rare. The only safe way, therefore, is to 
examine the urine of every case, not forgetting that 
the organisms are often late in making their appear- 
ance and are seldom found before the third week. 
Their early detection and the proper treatment may 
save the patient from annoyance, and perhaps from 
something more serious, such as renal or vesical calculi, 
for the typhoid bacillus may, perhaps, play a réle here 
as it does in the production of biliary calculi. 

It is important to detect these cases, because of the 
great danger of spreading the disease by means of care- 
less disposal of contaminated urine, Neufeld? has re- 
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and indirectly may lead to definite application — 


66" 


cently presented this aspect of the case with unusual! 
foree, and he contends that the danger from infected 
urine is greater than from feces similarly contaminated. 
This arises in part because a given quantity of urine 
will contain as a rule a larger number of typhoid germs 
than will a similar quantity of feces. In one of Neufeld’s 
cases he estimated the bacilli at one 
per cubic centimeter. 
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accident much more readily escape notice than a similar 
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hands or genitalia may 
, thus increasing the danger 
of spread of the disease to those caring for the patient. 
from the point of view of public health the danger from 
improper disposal of typhoid urine is great. Water 
fouled with feeal matter will give evidence to sight or 
smell more quickly than if the contaminating substance 
is the nearly colorless and less malodorous urine. Urine 
is more apt to be carelessly thrown out than are feces: 
a patient recovered from typhoid. 
in the country, 


especially if he be 
is more likely to carelessly urinate than 
to defecate near a spring, well, brook, stream or pond. 
and thus to infect the drinking water. And the bacilli 
remain for a time in the bladder and. 
in the urine than in the intestine and the 

In Gwyn’s case* they were found in urine voided 
ears after the attack of typhoid. There seems to 
be a constant inoculation and reinoculation of the urine 
as it comes from the kidney. by the organisms present 
in the bladder, so that the culture-medium bein. con- 
tantly supplied. the growth is repeatedly transplanted 
and is slow to die out. ‘Thus a patient, months or years 
after his attack of fever, may unwittingly infect a supply 
of drinking water and start an epidemic of the disease. 

In the management of these cases urotropin has been 
found to be very efficacious. Given in doses of about 
30 grains a day, it causes the turbid urine rapidly to 
become clear and sterile. Occasionally relapses have 
been noted. If the bacteriuria is due to some other 
organism than the Eberth bacillus, the effect of the 
drug is not so certain. 
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THE TREATMENT OF EPILEPSY WITH OPIUM 
BROMID. 


AND 


The essential nature and the intimate pathology of 
epilepsy are as yet not understood, and we are stil] 
without a specific or invariably successful method of 
treatment. In fact, all of the remedial measures at our 
command can be said to be only palliative, as even when 
the attacks have remained in abeyance for long periods 
of time, definite assurances of cure can not be given. 
In all cases distinct good can be accomplished by a 
careful regulation of the diet and the mode of life, and 
among drugs there is none, intelligently used, that 
seems so efficient as the bromids. The latter, however. 
by no means always bring about the desired result, and 
even when they lessen the number and the severity of 
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the attacks, their use is not wholly unattended with 
unpleasant effects, and their influence may after a time 
be lost. Inasmuch as physiologic, as well as pathologic, 
activity, like all other forms of force, is expended along 
lines of least resistance, one is at times justified in 
taking radical steps for the purpose of breaking up 
what may be designated as the convulsive habit. 

Within recent years a combination of opium and 
bromid, with various accessories, has been proposed in 
the treatment of epilepsy, but there has been some want 
of agreement as to the results obtained therewith. 
Meyer and Wickel* report a small series of cases thus 
treated, in which the severity of the attacks was miti- 
gated, and both the physical and mental condition was 
improved. The underlying principle of the plan pur- 
sued consists in a gradual increase in the dose of opium, 
but not beyond 14 grains daily; in careful regulation 
of the diet ; and in applications of cold water. Whether 
the patient has previously taken bromid or not, the 
treatment is begun with doses of 3/4 gr. of powdered 
opium thrice daily. This dose is increased 1/6 gr. on 
the third day. an additional 1/6 gr. on the fifth, and so 
on until, on the fifty-first day, the daily dose will be 
14 grains. This maximum dose is given for but one 
day, being replaced on the following days by a mixture 
of bromids—potassium bromid, 15 gr.; ammonium 
bromid and sodium bromid, each 714 grains—in doses of 
30 grains thrice daily for two days; then 35 grains for 
two days, 40 grains for two days, and thereafter 45 
grains thrice daily. 

From the beginning a dilute solution of hydrochloric 
acid—1.5 to 200—is given thrice daily after meals in 
doses of a tablespoonful. In the diet, alcohol, coffee. 
tea, bouillon, sausage, acids, and strongly spiced articles, 
mustard, pepper, vinegar. and all spices are forbidden, 
and salt is restricted to a minimum. Meat is per- 
mitted in smal] amount, and the patient is encouraged 
to take demulcent soups, eggs, rice, ete., and if consti- 
pation be present, fresh vegetables. The diet must be 
regulated somewhat by the surroundings and the cir- 
cumstances of the patient. During the first period of 
bromid administration, cocoa, eggs, and scraped meat, 
may be added. 

From the first day of the period of opium adminis- 
tration a coo] bath is taken in the evening before eating, 
at first at a temperature of 86 degrees for ten minutes, 
and reducing the temperature 2.25 degrees, and the 
duration of the bath one minute daily until a tempera- 
ture of 70 and a duration of three minutes are reached. 
The baths are thus continued for a week, then, with the 
same temperature, but for four minutes, for another 
week; next at the same temperature for five or six 
minutes. In the first week of the period of bromid 
administration the bathing is intermitted. then being 
resumed at 86 for ten minutes and following the course 
already laid down. Every third day the patient is 
weighed, and pulse, temperature and respiration care- 
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fully observed. The bowels must be kept regular by 
means of enemata, infusions, abdominal massage, but 
not purgatives; besides note is taken of the number of 
attacks and of other details of the patient’s condition. 

The most important contraindications for the treat- 
ment are serious impairment of the nutrition ana weak- 
ness of the heart. The number of attacks is not dimin- 
ished during the period of opium administration; it 
may even be increased. Subsequently, however, the at- 
tacks become less frequent, and during the period of 
bromid administration they .cease altogether. The 
mental state also exhibits distinct improvement. The 
treatment is to be continued by the administration of 
large doses of bromid—if possible 2 drams daily—for 
at least a year, with a tablespoonful of the solution of 
hydrochloric acid—1.5 to 200—thrice daily, and the 
same diet as was used during the period of opium 
administration, avoiding especially alcohol, tea, coffee, 
spices and meat beyond moderation. A quiet mode of 
life and avoidance of physical and mental excess, espe- 
cially excitement, are further conducive to the success 
of the treatment. 


THE EDINBURGH TRADITION AND CLINICAL 


INSTRUCTION. 


In an address entitled “The Edinburgh Tradition 
and other Topics,” Adami’ emphasizes the great value 
of bedside teaching, more especially as carried out in 
the hospitals in Montreal, and he discusses the question 
why this method has been practiced so long in Montreal, 
while “elsewhere on the continent until recently clin- 
ical instruction and the free entry of students into the 
wards have been most exceptional?” “The democratic 
air of the states” is not considered adequate to explain 
the difference. The fact that many hospitals secondarily 
became attached to medical schools has been one cause, 
without doubt. of the opposition to the entrance of 
students into the wards. In Montreal the founders of 
the hospital and the earliest members of the staff were 
likewise the founders of the medical school, and they 
endeavored to exemplify in the new institutions the 
traditions of their youth. The Montreal school was 
developed by men from Edinburgh, and they continued 
the “Edinburgh tradition,” that is, introduced the 
scheme of teaching in vogue for some time in Edin- 
burgh. The men who founded the Montreal medical 
institution in 1823, and who became the medical faculty 
of McGill in 1829, were all Scotch. The Toronto school 
and the older schools in the United States were founded 
by English graduates. In London there was no regular 
instruction in the wards of hospitals until 1808. The 
Edinburgh school was well developed in 1750, and it 
was years in advance of London schools in the important 
matter of bedside instruction. 

Adami quotes, from an old volume, notes showing 
that in 1780 there was in Edinburgh a well-developed 
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system of practical clinical instruction. Gregory, Hume, 
Duncan, and other Edinburgh teachers, at the begin- 
ning of the nineteenth century, taught the men who in 
Montreal inaugurated a system of ward work that has 
given the MeGill school an important standing on this 
continent. From this school have come men who have 
carried this tradition with them to other medical schools. 
This is an excellent illustration of the great influence 
that methods of instruction may exercise in the develop- 
ment of institutions. The influence of teachers and 
of methods of teaching go farther than merely to the 
present generation of students. As these scatter they 
are bound to carry with them the traditions and methods 
of their teachers. Hence the fundamental importance 
of guiding prospective medical students to those insti- 
tutions whose methods and standards must be considered 
the best from the present point of view. 

“The democratic air of the States” has something 
to do with the establishment of proper methods of clin- 
ical instruction in our large public hospitals, in so far 
as the management of these institutions is after all an 
accurate index, not of any one class a little more intelli- 
gent than the rest, but of the main mass of the people. 
Wherever these institutions are managed according to 
the expediency of practical politics—and many of them 
unfortunately are so managed as yet— there the true 
interests of medical education are sure to suffer in 
some way or other. But perhaps more harm is done 
our medical students by the democratic air of the medi- 
cal colleges themselves, many of which feel free to offer 
courses in medicine without any facilities whatsoever for 
adequate clinical instruction, giving no consideration 
to the lessons taught by the history of medical teaching 
in this and other countries. A conservative regard for 
traditions surely would have prevented the starting of 
medical schools under conditions that prevent them 
from being such otherwise than in name. 


METHODS OF EXAMINATION BY STATE BOARDS AND 
HOSPITALS. 


The various state boards and licensing bodies are 
entrusted with the important duty of determining to 
whom shall be granted the right to practice medicine 
and surgery. For this purpose examinations are held. 
As far as known all examinations of this kind are writ- 
ten; a series of questions are propounded in the various 
branches, the applicants write the answers, the papers 
are corrected and graded by the members of the exam- 
ining body or their representatives, and if the marks 
when added reach a certain ayerage, the necessary papers 
are granted. In practically all states the applicants for 
license must present evidence of having satisfactorily 
fulfilled certain requirements and conditions before 
they are admitted to the examination. In the majority 
of the states demanding special examination these re- 
quirements include graduation from a medical college, 
and many states specify the colleges whose diplomas 
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are “recognized” for this purpose. One of the weak 
points in this machinery is the character of the exam- 
ination. Written examinations alone do not furnish the 
requisite basis for determining whether the applicant 
is a proper person to be given the right to practice even 
though he holds a diploma from a recognized college. 
The most that a written examination can do is to show 
something as to the degree of book-learning possessed 
by the applicant. No really satisfactory opinion of the 
practical training and practical knowledge attained by 
those examined is secured by this method. An applicant 
may be able to tell all about acute lobar pneumonia 
without ever having seen or studied a single actual case 
of the disease. He may describe with great fulness of 
detail the management of a serious case of labor without 
ever having seen the inside of a lying-in chamber. He 
may give the steps in the examination of sputum for 
tubercle bacilli without the slightest practical experi- 
ence in clinical microscopic diagnosis. Much of the 
knowledge that is paraded in the written examinations 
may be of very recent acquisition, and undoubtedly it 
often is the result of a hasty process of cramming with 
the particular end in view of passing the examination. 

It may be urged that the holding of a diploma from a 
recognized medica! college guarantees a certain amount 
of practical fitness to engage in active professional work. 
Graduation from the better schools probably does. In 
some of the better schools practical examinations are 
now in vogue. But what significance in this line is to 
be given the diplomas of the much larger number of 
institutions without adequate equipment and with no- 
toriously low standards? In order to remedy this serious 
defeet in the state examinations their scope must be 
enlarged so as to include practical tests. Patients should 
he examined, diagnoses made. and treatment prescribed 
for the concrete actual case by the applicants. Practical 
laboratory manipulations, such as are used every day 
by the properly qualified practitioner, should be intro- 
duced as part of the examinations for license to practice. 
This is done in other countries and is done in the exam- 
inations for appointment to the medical corps of the 
U. S. Army and U. 8. Marine-Hospital Service. Cer- 
tainly the hospitals and public medical institutions of 
every state contain suitable materials for this purpose. 
And the examining boards surely can command the 
services of men competent to properly carry out the 
necessary tests. Examinations of this kind would be 
actual tests of the qualifications of those that apply 
for the right to practice. In the framing of new laws 
ond the amendment of existing laws governing admis- 
ion to practice in the various states this necessary im- 
provement should be incorporated, if not practicable 
under the old rules, as it is plainly one of the next steps 
in the evolution of state regulation of medical practice. 

The foregoing is applicable with additional] force to 
hospitals that choose internes by competitive examina- 
tion. Here it concerns not the mere grading of the 
applicants, but the more difficult problem of determin- 
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ing relative merit. The adequate solution of this prob- 


lem demands practical examinations; for the competitor 


who possesses an equal amount of theoretical knowledge 
but greater practical training than his fellow-contest- 
ants is the one most worthy of appointment to the cov- 
eted position. In this way only ean the best men be 
selected. 

Practical. not theoretical, knowledge should be the 
qualification required. A man with a little book-learn- 
ing and a good memory is on top under the present 
<ystem; the man with brains, and with practical knowl- 
edge but without the ability to put it in words. is lable 
to be at the bottom. 


\WASHINGTON'S GOVERNOR AND MEDICAL PRACTICE. 

The Governor of Washington has vetoed a medical 
practice act that passed the legislature, because it ruled 
out the osteopaths. ‘The use of drugs, he claims, is the 
ruin of the race, and “the osteopaths are perhaps showing 
us a better way.” It is a pity that a man has been elected 
to such high position, whose mental qualifications are 
such that he can not see the difference between legitimate 
medical practice and indiscriminate drugging, and no re- 
course from the latter but osteopathy or similar forms 
of quackery. He accuses physicians of “poisoning the 
~prings of life.” and calls “the contents of the drug- 
store perhaps more dangerous to the future well-being 
of the race than those of the saloon,” this last being 
perhaps a politician's sop to the liquor trade. The spirit, 
however, of the extracts of the veto message that have 
been published. is generally that of a sanctimonious 
quack, who thinks he can libel an honorable class of 
fellow citizens with impunity from his official position. 
The members of the profession of the state of Washing- 
ton should remember this insulting message, and like 
those of Colorado, previously mentioned in these col- 
uinns, put an extinguisher upon the future political 
aspirations of their libeler. 


MARK AND OSTEOPATHY. 

Some time Heo the public was edified by the sensible 
humor and sarcasm of Mark Twain on the subject of 
“Christian Seience.” It is too bad that he, like other 
mortals, has his share of unwisdom, which he exhibits 
in recent remarks credited to him, endorsing osteopathy 
in particular and unlimited license in medical practice 
venerally. He has lived so long abroad, it would seem 
that he is peculiarly jealous of personal liberty in 
America, a peculiarity often noticed in other indi- 
viduals from foreign lands. His long residence in 
Vienna, where he apparently found matters temporarily 
satisfactory notwithstanding the police and other regu- 
lations, has apparently given him an appetite for license 
that he wants indulged. The state here. he says, stands 
for liberty, and without full freedom for osteopathy 
things would be as unsatisfactory as the garden of 
Eden was to Adam and Eve; people will want what 
they can not get. The comparison is not such a bad one, 
and the medical profession will not object if this view 
of the case, including the consequences, is considered 
| the legislators before whom he appeared in behalf 
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of the frauds. Mark Twain is clearly a man with a 
somewhat kinky intellect, but it hardly seems that he 
will be taken seriously in his argument in behalf of 
those masseurs who call themselves osteopaths. 


CALIFORNIA AND CHRISTIAN SCLENTISTS. 

We were aware that the California legislature has had 
some queer propositions before it in the form of bills. 
and it therefore does not cause much surprise that it 
has followed the lead of some other state legislature- 
in putting “Christian Scientists” on an equality a- 
regards medical practice with other recognized school- 
of medicine. The chief arguments that affeeted the 
intelligent legislators were that these scientists were 
numerous and good class of people. which, as the 
Sacramento Bee says editorially, “would have been a- 
pertinent regarding a bill enabling the inmates of the 
various lunatic asylums of the country to practice medi- 
cine.” As that paper says, “it is doubtful whether the 
intelligent legislators who advocated and voted for the 
bill ever read any of Mrs. Eddy’s books, or even know 
who she is”; and it gives for their benefit a little brief 
account of the “profitess” and her doctrine, that ought to 
enlighten them. It would: be well if every legislature 
had near at hand so able and sensible an adviser on 
medical matters as have the California Solons in. the 
Sacramento Bee. 


PHE DETERMINATION OF SEN. 

Some day, perhaps, we may fully understand thi 
mechanism underlying the determination of sex, but 
at the present time we must acknowledge the existence 
of certain deficiencies in this respect. Many hypotheses 
have been proposed, but no one satisfies all of the con- 
ditions, although each may contain some element of 
truth, and be based on the observation of some actui! 
factor. Even apart from this circumstance. however. 
it seems probable that the process is not a simple one. 
hut is dependent on a complexity of influences, at leas! 
some of which have been individually pointed out. On the 
basis of general knowledge, it seems probable that eacl 
parent contributes something in the determination of 
the sex of the offspring, and it appears likely that the 
final determining factor must be referred to some pe- 
culiarity in nutrition, affecting the spermatozoid, the 
ovum or the embryo, alone or severally. From this 
point of view, the hypothesis of Schenk would be most 
acceptable, though even it must be considered as crude 
and not sufficiently comprehensive. Ai a recent meet- 
ing of the Obstetrical Society of London. Dr. E. R. 
lawson! read a paper on “The Essential Factor in the 
Causation of Sex,” in which he took the ground that 
cach ovary normally discharges ova independently of 
and probably alternately with the other, normal single 
pregnancy resulting from the fertilization of an ovum 
from one ovary only by the combined secretion of 
both testicles, the male parent thus not influencing the 
-ex of the child, which depends rather on the ovary 
that supplies the ovum fertilized: if the right, a male; 
if the left, a female. Illustrative cases were cited in 
support of the view propounded. In the case of plura! 
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births, the sex of the children would be the same or 


different, accordingly as the fertilized ova were derived 
from one or both ovaries. Apparent exceptions to the 
rule were ascribed either to the grasping by the tube 
on one side of the ovary on the other side, or to the 
transmigration of ova. This hypothesis is not entire!) 
new, nor probably is it correct. It seems most unlikely 
that the spermatozoid should be wholly without intlu- 
ence in sex determination, and it is scarcely more tikel\ 
that what might be designated the accident of the situ- 
ation of the ovary on the right or left side should hav 
any decisive influence in this connection. As a matter 
of fact, some animals possess but a single ovary. 
NEW SPECTEIC BLOOD REACTION, 

A discovery of some importance from a medicolega! 
point of view is announced from Germany. Uhlentuth' 
has found that by repeatedly injecting rabbits with 
defibrinated blood from various animals, a serum = can 
finally be obtained which gives a specific turbidity with 
samples of the blood of other individuals of the same 
-pecies. The blood samples to be tested must be diluted 
with water, to a pale red color, filtered or cleared by 
precipitation, and then have an equal amount of 1.6 
per cent. solution of common salt added. This last ts 
important. as without it the rabbits’ serum gives, with 
water, a turbidity that might be confusing. Uhltenhuth 
has tested this reaction with human blood as well as 
with that of other animals, and in all cases obtained the 
~pecifie reaction, the rabbits’ serum failing to produce 
turbidity with any sample not taken from the species 
of animal from which it was inoculated. The test, 
moreover, is one of exceeding delicacy, the merest traces 
of blood serving to identify the animal from which 
they came. A specimen of dried stain on a board from 
+ human being, ox, or horse, four weeks old. was enough 
when dissolved in salt solution. As regards the nature 
of the reaction, the author suggests the existence of a 
specific “eoagulin” formed in the body, but whatever 
further research may prove so far as this is concerned, 
the importance of the discovery itself is manifest. It 
ix to be hoped that this work will be followed up and 
confirmed by other workers. 

THE YELLOW FEVER GERM. 

There appears on another page the substance of the 
“interim report” of Dr. H. Ek. Durham and the late 
Dr. Walter Myers, the British vellow fever commission 
that has been investigating this disease in South 
America. Their discovery of a new claimant for the 
“vermship,” so to speak, of vellow fever, is an interest- 
ing addition to the sum of facts on the disease. The 
report was prepared before the authors had received any 
accounts of the later experiments of the American in- 
vestigators in Cuba, as they remark that the man-to-man 
transference of vellow fever by a mosquito is hardly 
intelligible for bacillary disease and that it “does not 
seem to be borne out by the experiments.” The incontest- 
able evidence offered by Drs. Reed? Carroll and Agra- 
monte was evidently unknown to them, and it certainly 
does not specially favor a bacterial theory of the etiology. 


1. Deutsch Med. Woch., February 7. 
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The American experimenters offer ue positive theory 
as to the actual germ, however probable it might appear, 
from their results, that it is a protozoan, but as. the 
case stands the conclusion that yellow fever is not due 
to such an organism can not be implicitly accepted, 
Nevertheless. the findings of Durham and Myers are to 
he taken as part of the sum of facts that is needed before 
the questions are solved, and they may have important 
side bearings on their solution. Like the American 
studies, they have cost a valuable life. Dr. Mvers. like 
Dr. Lazear. is to be enrolled among the physicians who 
have sacrificed themselves in the search for knowledge 


that is needed for the good of mankin 


SEW VIRAL STE 

The Sixteenth Annual Report of the New Hampstiire 
State Board of Health contains some interesting data 
regarding causes of death in that state, which are not 
vltogether in accordance with prevailing notions as to 
the mortality. For example. consumption, which is 
as a rule considered to stand at the head of fatal dis- 
eases, falls from first to second place in IS9S8 and to 
fourth in T1899, pneumonia, heart disease, apoplexy and 
paralysis exceeding it in the number of their vietimes. 
Moreover, while it has held first place every other vear 
since that state has had any accurate svstem of registra- 
tion, excepting in the vear T8992, there has been a steady 
decrease its fatality, from 24.18 per 10,000 living 
population in T8S4 to 14.43 in E899, and its percentage 
of the total mortality has fallen from 14.01 to 8.26. This 
decrease also begins to appear from the first and before 
the microbic origin of the disorder was generally recog- 
nized, and therefore can only in part be attributed to 
special precautions based on that knowledge. The State 
Board is inelined to credit the decrease of mortality from 
this disease largely to better sanitation, ventilation, ete., 
of late years, as well as to the dissemination of informa- 
tion regarding it, in whieh it has been especially active 
of late. Pneumonia, on the other hand, is a disorder 
that has an increasing, as phthisis has a deereasing. 
mortality, and this is particularly aggravated in certain 
vears by the prevalence of inthuenza. ‘The average death 
rate from pneumonia, between 1884 and 1899) in 
clusive, is 617, but this has been exceeded every vear 
but two since 1889. ‘The increase in mortality from 
cardiac and nervous disorders is likewise notable, the 
number of deaths from the former, prior to 1893, hav- 
Ing heen between 400 and 500, while since that date 
between 600 and 700 have been annually recorded. Of 
nervous diseases collectively, the average mortality for 
the past sixteen years has been $49, with a gradually 
increasing proportion, till in 1899 the deaths from these 
causes reached a total of 1111, the highest ever reported. 
Cancer statistics, contrary to experience in some other 
regions, have been remarkably uniform, with an an- 
nual average somewhere between 200 and 300. New 
Hampshire is supposed to be a typical New Eng- 
land commonwealth and, therefore, its statistics are 
of special interest. It has, however, few large towns, 
and its population is more largely rural than with 
its southern neighbors, which fact is to be considered. 
The deereased mortality from consumption is both wel- 
come and significant, and the increase in that from pneu- 
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monia is in accordance with experience in some other 
sections. While the influenza epidemics of 1890 and 
1899 may have had their influence, the increase was, 
from the figures, already apparent before the earliest 
of these dates. It seems not altogether unlikely that, 
with greater care, largely in personal hygiene and gen- 
eral sanitation, the “great white plague” may perma- 
nently take a less prominent place in the list of scourges 
to the human race, but new questions and diseases will 
then arise, and pneumonia, carcinoma, cardiac and 
nervous and other disorders appear in our mortality 
lists with more formidable frequency. Probably the 
sanitary golden age is still almost as far in the dim 
future as ever. 


Medical Wews. 


CALIFORNIA. 

Sanitary inspectors are now detailed by the State Board 
of Uealth to inspect all incoming trains from the South and 
Kast, at Oakland. 

Merritt Hospital, Oakland, is to be located on a site— 
about 544 acres on Hawthorne Avenue—secured by the trus- 
tees of the hospital. 

CONNECTICUT. 

Yale Medica) School, New Haven, has received an anony- 
mous donation of $100,000 which is to be applied to the con- 
struction of a clinical building—a laboratory of clinical medi- 
cine and surgery. 

Dr. William R. Tinker, South Manchester, has heen ap- 
pointed by the coroner of Hartford county, medical examiner 
for the town of Manchester to fill the vacancy caused by the 
death of Dr. Julian N. Parker. 

The State's death-rate for January was 19 per 1000 per 
annum. Infectious diseases caused 16.4 per cent. of the deaths, 
which numbered 1439, or 173 more than the average tor the 
month for the five preceding years. 

Incipient tuberculosis is to be treated in a state institution, 
especially provided, if a bill introduced in the legislature be- 
comes a law. The bill, which has received the unqualified 
support of the New Haven Medical Society, provides for the 
establishment of a state hospital in some suitable locality for 
the treatment of incipient pulmonary tuberculosis, and ap- 
propriates $100,000 for the purchase and the ercetion of build- 


ings. 
DISTRICT OF COLUMBIA. 

An unlicensed practitioner has been arrested at Washing- 
ton, while passing under an assumed name, for practicing medi- 
cine without a license. 

Tributes to deceased members of the Medical Society of 
the District of Columbia—Drs. Rosier Middleton and William 
P. Manning—were presented and adopted at a recent meeting 
of the Society. 

Emergency Hospital changes include the appointment of 
Dr. Clifford Spiro as resident physician, vice Dr. W. R. Moul- 
den; Dr. R. 8S. Beale, promoted to senior assistant, and Dr. 
Boyd Dixon, appointed junior assistant, as the result of a com- 
petitive examination. 

An Examining Board consisting of Col. Alfred A. Wood- 
hull, assistant surgeon general, U. S. A., Major Louis A. Le 
Garde, A.; Capt. William C. Borden, assistant 
surgeon, U. S. A., and Capt. Frank R. Keefer, assistant sur- 
goon, U. 8S. A designated by the Secretary of War, met at 
Washington, February 11, to examine candidates for admis- 
sion to the medical corps of the army. Medical boards have 
been ordered to convene at San Francisco and Manila, P. I., for 
a similar purpose. 

ILLINOIS. 

Dr. William Jayne, Springfield, has been appointed a mem- 
ber of the State Board of Charities, vice R. D. Lawrence, de- 
ceased. 

Senator Busse has introduced a bill amending the inherit- 
ance tax law by providing that when beneficial interest passes 
to a hospital or other charitable institution, it shall not be 
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subject to tax, but that the exemption shall not apply to insti- 
tutions operated for profit. 
Chicago. 

Dr. Frederick C. Schaefer has been appointed gynecologist 
to St. Elizabeth’s Hospital, and surgeon-in-chief to St. 
Hedwig’s Hospital. 

Dr. John H. Reeves, who was one of the defendants in the 
fraudulent insurance case, in which Dr. Michael N. Regent was 
recently convicted, has turned state’s evidence and will testify 
in the third trial which is now in progress. 

The deaths for the week ended March 2 were 434, or 87 
fewer than the preceding week, and 103 less than the corre- 
sponding week of 1900. As compared with the corresponding 
period of a year ago, there were 68 fewer deaths from the acute 
pulmonary diseases and from diphtheria. There were only 9 
trom diphtheria during the weck, as against 32 a year ago. Of 
these deaths, 165 were due to diseases of the respiratory system. 

A coroner's jury has decided, in the case of a decedent who 
fell, breaking five ribs, and was given treatment by the Dowie 
method, that if medical aid had been rendered the deceascd he 
would have recovered from his injuries and would certainly 
have been spared the physical agonies he suffered. It also 
recommends that a law be enacted which will compel medical 
examination by licensed physicians in cases of accident or ex- 
ternal violence. 

The smallpox situation is substantially unchanged; of 21 
“suspect” cases reportcd, 11 were found to be smallpox and 
were removed to the Isolation Hospital, their premises were 
quarantined and disinfected, and all persons in the respective 
neighborhoods were vaccinated. Since the ripening of the 
vaccin lymph, systematic vaccination of the lodging-house dis- 
tricts has been rcsumed. At the close of the week there were 
35 cases under treatment in the hospital, 9 had been discharged 
and none died. 

February Mortality.—The total deaths for February num- 
bered 1933, giving an annual death-rate of 14.32 per 1000, as 
against an annual rate of 15.2] per thousand for February, 
1897. As compared with the preceding month there were 307 
fewer deaths during February, and as compared with the cor- 
responding month of a vear ago there were 172 fewer. The 
reduction was chiefly in the deaths from pneumonia, bron- 
chitis and influenza, there being 184 fewer deaths from pneu- 
monia, 41 less from bronchitis, and 54 less from influenza, 
a total of 279 from these three dis:ases. There was also 
a lesser mortality from cancer, typhoid fever, diphtheria and 
from violence. 

INDIANA. 

The Wood medical bill, with an amendment excluding 
practicing osteopaths who are graduates of regularly consti- 
tuted osteopathic schools, passed the senate, February 21. 

Indiana deaths for January numbered 3400, 602 more than 
for January, 1900. The tuberculosis mortality increased 23 
per cent. over the previous month, and respiratory diseases and 
measles and puerperal infection were more prevalent, 

The Methodist State Hospital, Indianapolis, will be built 
on Twenty-ninth street, near I}linois, as soon as the executive 
committce secures subscriptions sufficient to warrant beginning 
the work. The intention is to begin with a small building 
and to enlarge as the needs of the institution increase. 

IOWA. 

Dr. Alpheus A. Deering, Boone, while on a trip in Cali- 
fornia, fell and broke his leg, February 18, and is now under 
treatment at Palo Alto. 

The Cedar Valley Sanatorium has been established and 
will soon be opened at Cedar Rapids, under the medical diree- 
torship of Dr. George D. Sitzer. 

Smallpox in the county jail, Des Moines, has caused the 
abandonment of the courts and county offices located in the 
building, and the quarantining of the entire strueture. 

KENTUCKY. 

The Kentucky State Medical Society will hold its forty- 
sixth annual session in Louisville, May 22, 23 and 24. 

Free public baths for Louisville have been reported on 
favorably by the committee of the board of aldermen and 
$5000 appropriated for the purpose. 

Dr. E. C. Dudley, of Chicago, was the guest of Dr. William 
H. Wathen, Louisville, February 25, and held a clinie in the 
hospital of the Kentucky School of Medicine. 

The formal opening of the hospital for the medical de- 
partment of the University of Louisville occurred February 21. 
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The hospital is already in successful operation, and has ac- 
commodation for about fifty patients. 


LOUISIANA. 


The medical department of the New Orleans University 
(colored) held its annual commencement, February 26, grad- 
uating two. 

A quarantine proclamation was formulatcd by the State 
Board of Health, February 25, governing all vessels engaged 
in the fruit-importing trade. 

Fifty thousand dollars has bern donated the Charity Hos- 
pital, New Orleans, by some unknown philanthropist, through 
Dr. Rudolph Matas. It was given unconditionally, for the 
purpose of increasing the nursing staff in the hospital and 
providing a suitable building to be used as a trained nurses’ 
ome. 

Charity Hospital.—At the annual meeting held February 4 
the Charity Hospital, New Orleans, elected the following of- 
ficers: Dr. Ernest S. Lewis, vice-president: Dr. Jefferson D. 
Bloom, house surgeon; Dr. Erasmus D. Fenner, first assistant; 
Dr. James M. Batchelor, second assistant; Dr. Oliver L. 
Pothier, pathologist, and Dr. Maurice J. Bb. Couret, assistant 
pathologist. 

Appointments.—The State Board of Health has appointed 
Dr. Fred Turney, Rigolets Station, and Dr. George H. Douglas, 
Atchafalaya Station, quarantine physicians, and the following 
as resident medical inspectors: Dr. J. L. Fridge, Belize, British 
Honduras; Dr. Augustus Smith, Livingston, Gautemala; Dr. 
J. S. Allison, Port ‘Cortez, Spanish Honduras; Dr. King Holt, 
Bluefields, Nicaragua; Dr. Perey Ahrons, La Ceiba, Spanish 
Honduras; Dr. Allen Jumel, Port Limon, Costa Rica; and Dr. 
L. A. Wailes, Bocas del Toro, United States of Colombia. 


MAINE. 


The State Hospital at Augusta, which has a capacity of 500 
insane, now has 767 such patients. 

Dr. E. H. Wheeler, Camden, has been appointed assistant 
surgeon in the U. S. Volunteer service, with rank of captain. 

Dr. Philip H. S. Vaughan, Augusta, has been selected as 
assistant superintendent of the Eastern Maine Insane Hos- 
pital at Bangor. 

The State Medical Association, on account of the conflict 
of dates with the mecting of the AMERICAN MEDICAL ASSOCIA- 
TION, has changed ‘he time for its annual session to June 12-14. 


MICHIGAN. 


Deaths in Michigan, for February, numbered 3173 or 498 
more than for the preceding month. The increase is assigned 
to the prevalence of pneumonia and influenza. 

The Semicentennial of the medical department of the state 
university was celebrated February 22. Dr. William F. 
Breakey, Ann Arbor, spoke on “Medical Education in the 
Early Fifties,’ and Dr. Victor C. Vaughan, dean, considered 
the ideals of the medical department. 

Smallpox Infected Mail.—The State Board of Health has 
received a report from a health officer giving an instance where 
smallpox was apparently contracted by the handling of infected 
mail. There is but one case of the disease in that city, and 
that person has not been away from the city; he has been dis- 
tributing mail, and the health officer suggests that as the mail 
earriers, when sorting mail, moisten their thumbs in their 
months, the only probable source of the disease is some in- 
fected letter handled in that manner. 


MINNESOTA. 

Bethesda Hospital, St. Paul, reports receipts of $132,291 
for the nine years of its existence, and $79,944 disbursements. 
The buildings are valued at $56,990. 

Dr. Samuel Friedlander, Minneapolis, who sued for $5050 
for false arrest, and damage to his reputation as a physician 
and citizen thereby, was awarded $175 damages, February 20. 

MISSOURI. 


Dr. Thompson E. Potter, St, Joseph, was seriously injured 
in a runaway accident, February 24. 

Dr. E. Victor Wedding, Kansas City, who was sued by a 
patient, for $2000 for alleged malpractice, had a verdict ren- 
dered in his favor, February 14. 

Dr. Robert L. Evans, Boonville, has been made a member 


of the Cooper County court, under the provision of the new 
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law which makes the county court ex-officio members of the 
State Board of Health. 


NEW JERSEY. 

Vaccination is progressing rapidly at Woodbury; the two 
cases of smallpox are doing well, and the health ‘board does 
not anticipate any further spread of the disease. 

Muhlenberg Hospital, Plainfield, has been given a site 
for its new building, with 500 feet frontage and a depth of 
300 feet, by James A. Martine. The land is valued at $10,000. 

Friction between the house staff and the superintendent of 
the Orange Memorial Hospital has culminated in the resigna- 
tion of Drs. Frank H. Glazebrook and Henry P. Merrill, Febru- 
ary 205. 

Christ Hospital, Jersey City, in its twenty-seventh annual 
report shows that 4633 patients were cared for, 1171 of whom 
were bed patients in the hospital. The mortgage debt was 
reduced $3000 during the vear. 


NEW YORK. 


Subscriptions to the Ogdensburg City Hospital annex al- 
ready amount to $15,500. 

The Craig Colony for epileptics now has 620 patients, and 
with the completion of the four new buildings now under con- 
struction, 120 more can be received. 

Buffalo. 

Dr. Matthew D. Mann has been elected park commissioner. 

Dr. W. Scott Renner sailed for Europe March 6, to spend 
two months in Berlin and Vienna. 

Dr. P. W. Van Peyma has ben elected chairman of the 
board of school examiners for the year 1901. 

The Emergency Hospital, which is supported by the Sisters 
of Charity, will soon remove into its new building, 

Dr. John Farr, formerly of Buffalo, has been appointed an 
assistant surgeon in the army. Dr. Farr was for some time 
house surgeon at the Fitch Accident Hospital. 


New York City. 


The Post-Graduate Medical School and Hospital has re- 
ceived an anonymous gift of $15,000. to endow three beds in 
the children’s ward. 

The nurse in Bellevue Hospital who was charged with man- 
slaughter, in having caused the death of one of the insane pa- 
tients, has been acquitted. 

Early in March, the first number of a scientific quarterly, 
under the title New York University Bulletin of the Medical 
Nevences, edited under the auspices of the New York Univer- 
sity Medical Society, will be published. 

Appointment.—The governor has appointed Dr. Daniel 
Lewis, former membcr of the State Board of Health, state 
health commissioner under the new law. He will have juris- 
diction over the matters formerly coming under the notice of 
the state board. The salary is $3500 a year, and his term 
expires Dee. 31, 1904. 

New Periodical.—The annual circular of the New York 
University is to be converted into a periodical, each number of 
which will contain, besides the circular matter, statements of 
recent progress in the university. This bulletin will be issued 
twice a month, except from August to December. 

Smallpox.—New Cases of smallpox continue to be recorded. 
A public school teachcr in Manhattan has just been reported 
with the disease, and two centers of smallpox have been un- 
earthed by the health officials in Brooklyn. Eight cases were 
discovered in a row of tenements in Warren Street, and eleven 
smallpox patients were found in a four-story double apartment 
house in Driggs Avenue. 

Hemophilia.—KEImer W. Roach, of Brooklyn, a student of 
dentistry, has died after three weeks of almost continuous 
bleeding from the nose and gums. This case of hemophilia is 
of special interest because Mr. Roach had reached the age of 
22 years, and because about nine years ago he lost a leg in a 
railroad accident. If he had been a “bleeder” at that time he 
could not have survived the injury. 

OHIO. 

The estate of the late Dr. Alexander Neil, Columbus, valued 
at $150,000 is to be distributed equally among his three daugh- 
ters. 

Dr. John L. Boylan, Milford Center, fell from the roof of 
his barn, February 22, breaking two ribs and receiving other 
injuries. 
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Dr. Robert C. M. Lewis, Marion. formerly surgeon for the 
To and O. C. R. R., has been appointed surgeon for the C., 8S. and 
H.R. R. 

The vacancies on the medical staff of the National Military 
Hlome, occasioned by the resignations of Drs. Beal and Miller, 
have been filled by promoting Dr. Edward 8S. Breese to be first 
assistant surgeon: Dr. George H. WWress, second assistant: 
Krank W. Roush, third assistant, and A, L. Light, fourth as- 
sistant. 

PENNSYLVANIA. 

A conference has been held for the purpose of making a new 
annex to the Allegheny City Home for the Insane at Clare- 
mont. The new annex will cost about $120,000. 

The pathologist to the Hospital for the Insane, at Nor- 
ristown, will be compelled, hereafter, to examine the cattle at 
that institution in order to prevent tuberculosis, as certificates 
viven by drovers are unreliable. 

Drunkards Insane.--A resolution has been introduced in 
the house of representatives providing that persons of aggra- 
vated intemperate habits, be placed in an insane asylum until 
they are cured, and that they be recommitted in case of recur- 
rence, 

Philadelphia. 

Dr. S. Weir Mitchell will leave for Vancouver, about March 
15, and later go to Japan, returning in June. 

Dr. Francis R. Packard has assumed the editorship of the 
imerican Journal of the Medical Sciences, to sueceed Dr. 
\lfred Stengel, resigned. 

The coroner's jury a few days ago recommended that the 
licenses of two women physicians be revoked, because they 
were conducting private maternity hospitals at their respec- 
tive homes, 

President Shoemaker, of the Pennsylvania Hospital, has 
appointed Messrs. John B. Garrett, and John Story Jenks, Dr. 
John B. Chapin, and Dr. Thomas G. Morton, a committee to 
make arrangements for the 150th anniversary of that hospital, 
to be held early in June. 


GENERAL. 

Honolulu’s Board of Health has directed the attorney 
seneral to draft a bill, for presentation to the next legislature, 
prohibiting the landing of any persons suffering from any con- 
tagious and infectious disease. The bill is aimed especially at 
lepers and cousumptives. 

Congress of Nurses.—-The International Congress of Nurses 
is to be held in Butfalo next September, for the purpose of 
strengthening the national and international organizations 
which the nurses of this country, Great Britain, the British 
colonies, Denmark, and Holland have been developing during 
the last few years. The nurses’ national organizations in all 
these countries are pledged to work steadily for the advance- 
ment of educational standards and ethical development, and 
those of English-speaking countries also have in view the at- 
taimment of state examinations and registration. The or- 
vanization in the United States is atfiliated with the National 
Council of Women, and within the last year an international 
council of nurses has been organized, and will hereafter hold 
quinquennial meetings with those of the International Council 
of Women. The chairman of the congress is Miss Isabelle Me- 
Isaae, of the Illinois Training School for Nurses, Chicago, and 
the secretary, Miss Bantield, of the Polyelinie Hospital, Phila 
delphia. 

California Plague Investigation Ended. 
(Special Telegram from Our Own Correspondent. 

SAN FRANCISCO, CAL.. March 7 .1901.—The Federal Com- 
tnission, which, as recently noticed in Tig JourNAL col- 
umns, has been making an investigation of the plague condi- 
tions in San Francisco, has completed its work and its members 
left for the East on March 5. Inoculation experiments have 
heen performed in all of the following cases and showed the 
positive presence of plague in every instance, these cases having 
occurred in San Francisco during the investigation of the 
Commission. In brief, these cases, which bring the number 
previously reported in Tie JouRNAL to thirty-two, are as fol- 
lows: 

Case 26.—Chun Ah Chon, a male actor, 44 years old, born 
in China, died February 5, at the Chinese theater on Washing- 
ton strect. 

Case 27.—Lum Hong Yuen, a male laborer, aged 37 years, 
born in China, died at his residence, 28 Ross alley, February 6. 
Case 28.—Wong Chi Lin, a male, aged 50 years, a cigar- 
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maker, born in China, and residing at 15 Waverly Place, died 

Case 29.—Tom Shom. a male actor, aged 51 years, died at 
his residence, 814 Washington street, February 10. This case 
was under observation by the commission for three or four days 
before his death. 

Cask 30.—Ny Ah Bock, a male, 45 years old, died February 
il, in St. Louis Alley. This case was attended by Dr. Mather. 
of San Francisco, and by him reported as suspicious. Glandu- 
lar enlargement was found in the neck in this instance, and at 
the autopsy, which was performed by Prof. Simon Flexner, of 
the commission, the spleen was found very much enlarged. 
septic, the lymph glands of the neck much enlarged, hemor 
rhagie, and necrotic. Plague bacilli were found in enormous 
numbers in both the spleen and glands. 

Case 31.—The details of this case are not yet completed. 

Case 32.—Fong Lung Why, a male cook, 33 years old. 
was born in China. He died at his residence, 13 Waverly 
place. This man came from Sacramento about two weeks be 
fore death, and was sick when he arrived. There was no en- 
largement of the superficial lymph glands, but the spleen was 
much enlarged, septic, and contained enormous numbers of 
plague bacilli. The organism was obtained in pure culture 
trom the spleen. 

CANADA. 

The Montreal Medical Society, consisting of French men. 
bers, discussed and considered at the last meeting, the question 
of a new civie hospital for Montreal. The society favors a 
single hospital under the direct management of the city. 

Dr. M. S. Frazer, of Brandon, Manitoba, one of the dele 
gates to the tuberculosis conference recently held in Ottawa. 
and connected with the Indian department, as the medical 
superintendent of the Brandon Industrial School, will make 
a report on tuberculosis as it affects the Indians, so that the 
department may take any steps necessary to prevent this 
disease. 

Ontario's Smallpox.-—The situation in the province as re- 
gards the spread of smallpox is a trifle alarming. There are 
3 cases in Toronto,all progressing favorably, and 83 in the prov. 
ince. In the County of Algoma there are 57; Carleton and 
Norfolk, 1 each; Middlesex, 2; York, Simeoe and Muskoka. 
each 3; Renfrew, 1]; Haldimand, 1. The provincial board of 
health has organized a smallpox camp at Sudbury, where there 
are said to be 17 cases. 

Sherbrooke Medical Society.--At the annual meeting held 
last week, Dr. J. F. J. Austin was elected president and Dr. J. 
©. Camirand, secretary-treasurer. The “lodge-doctor” was the 
principal topic of discussion and the Society decided to adhere 
to its previous decision, each member pledging himself to accept 
no position from any society as lodge physician. Another 
question was the relation of the doctors and druggists in the 
matter of counter prescribing, and it was decided to hold a con- 
ference in the near future, with the druggists of the city, to 
discuss the matter. 

Injured in Chemical Laboratory.—-An unfortunate acci- 
dent occurred in the laboratory of Professor Ruttan, of Me- 
Gill’s faculty of medicine, recently, and will probably result 
in the partial blindness of a first-year medical student. The 
accident occurred through the unexpected explosion of a quan 
tity of sulphuric acid and alcohol with which the students were 
experimenting. The test-tube of a neighboring student was 
submitted to Shaw’s nose for his opinion as to the nature of 
the gas being given off, when it frothed up in his face, terribly 
burning it and also permanently injuring the right eye. 

Indian Girls as Nurses.—-The department of Indian affair- 
is considering the advisability of training girls at the indus 
trial school at Brandon, Manitoba, in general nursing. This 
has been recommended by Dr. Fraser, who has the medical 
supervision of the institution. The value of having Indian 
female nurses in the Northwest can not be doubted, as the 
doctors are in many instances some distance from the Indian 
reserves, and it is also thought that the training of these girls 
would be in this way an education in the matter of preventing 
the spread of consumption amongst the Indians. Trained 
nurses will be brought to Brandon to train and instruct the 
female pupils in this work. 

FOREIGN. 

The hospital connected with the Tokyo University, Japan. 
according to mail advices just received, was burned January 29. 
‘Twenty-one patients were burned to death and ten patients and 
eleven nurses and attendants injured. 

Smallpox in Dawson has abated, according to word from 
Port Townsend, Wash.. bearing date of February 26. Public 
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vaccinators are making a house-to-house visitation, accompa- 
nied by a squad of policemen, 

The death of Prof. H. Schapiro, of St. Petersburg, is an- 
nounced. He was the author of works on internal medicine, 
Prof. A. Rocha, editor of the Coimbra Medica, also dicd re- 
cently, and Mexico has lost a prominent member of the pro- 
fession in the death of Prof. Alfonso Herrera. 

Antituberculosis dispensaries are to be established in 
Paris, by a benevolent society. They are to be for the treat- 
ment of tuberculosis alone, and medicine, food and garments 
distributed gratuitousiv. The society will also supervise the 
patient at his home, to render the conditions as favorable as 
possible for recovery. 

The Progress of the Plague.—-On February 27, 7 new 
cases of plague were reported in Cape Town, South Africa, 2 
being Europeans. The plague returns give 3396 deaths as the 
total for all India for the last week in January, with 3277 for 
the preceding week. In Bengal, where the greatest number of 
cases and deaths occurred, there were 2261 deaths, and in 
Bombay City 427 deaths during the last week in January, with 
308 the previous week. In that city the epidemic increased 
markedly, with a report of 922 deaths for the second week in 
February. In Mauritius, the week ending February 14, 14 new 
cases of plague were reported with 10 deaths. In England, ac- 
cording to the British Medical Journal, the London County 
Council has authorized its Public Health Committee to spend 
£50,000 if necessary, in dealing with suspect and contact cases 
of plague. London has been divided into four districts for 
the purpose of isolation, and thorough accommodation for 
contacts and suspects will be provided in each district. Ar- 
rangements have been made for providing, in a few hours, for 
the accommodation of 200 persons at a time, at a cost of 
£16,000, and 600 more can be provided for within a few weeks 
should it be necessary. While these buildings are not to be 
commenced unless plague actually appears in London, £7000 is 
to be spent on the drainage, water: ‘supply and preparation for 
the foundations for these temporary buildings. 


Correspondence. 


The Modern Methods of Quarantine. 
St. Pau, MINN., Feb. 18, 1901. 

To the Editor:—In the N. Y. Medical Journal of Nov. 3, 
1900, Dr. A. H. Doty discusses this subject as bearing upon 
marine sanitation. It is true, as he states, that in the past 
there has been much unwarranted fussiness in the administra- 
tion of marine quarantine. Methods have been in vogue that 
caused much delay in the discharge of passengers, mails and 
cargo, that were in no way based upon scientific teaching, and 
that were largely in demand chiefly for the benefit of the port 
sanitary officials. 

Had Dr. Doty contined his arguments to marine sanitary 
methods deserving of criticism, his field would have been suf- 
ficiently wide. But there are many statements in his paper 
which have no bearing upon the disinfection of a cargo of iron 
in the hold of a vessel, or of rags that supposedly have been 
steamed and baled under pressure in a foreign country, or of 
passengers lined up on the deck, or of mails lying in an open 
boat. For example, the following statement appears: “Con- 
trary tq popular belief the most careful investigation, both 
from a scientific and a practical standpoint, has demonstrated 
that the clothing actually worn by well persons is not a me- 
dium of infection.” There are few modern sanitarians who 
will accept this view. Few, I think, will admit that the well 
can not carry in their clothing the infection of scarlet fever or 
of smallpox directly deposited or transmitted through the at- 
mosphere, from a patient in the stage of desquamation. Cloth- 
ing soiled with the infectious discharge from a patient ill 
with typhoid fever, tuberculosis, or diphtheria can certainly 
convey infecton to others. 

The following are a few illustrations of this fact: My 
father, a physician, was attending scarlet fever patients. He 
tried to prevent conveying the disease to his own family of 
small children, by carefully removing the suit worn while vis- 
iting such patients before returning to his home. In spite of 
these precautions, however. he undoubtedly did convey the 


disease to his own children, one of whom died in consequence. 
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A few years ago, while in attendance upon scarlet fever pa- 
tients, L was careful so far as my clients were concerned, but 
somewhat careless in my methods as related to my return 
home, and my wife contracted the disease, beyond doubt through 
inv carelessness. Dr. Montizambert, Director General of Public 
Health in Canada, in reporting on a recent outbreak of small. 
pox in Winnipeg (1900), says: “Careful and continual injury 
lead to the conclusion that he must have contracted the dis- 
ease from the unpacking of infected clothing during his voyage 
from Hongkong.” ‘Quite recently infection of a family in 
Minnesota, with smallpox, was traccable to the visit of the 
father to one of his rented houses, in which there had been 
cases of smallpox a short time previously. His clothing must 
have conveyed the disease for he himself was not ill. Recently 
a woman whose child had died of diphtheria borrowed mourn 
ing goods of a neighbor. Diphtheria, soon after this borrowing, 
appeared in the family of the lender, undoubtedly due to in. 
fection, through the medium of the loaned clothing. 

I mention these cases as a few that have come under my own 
observation. Dr. Doty admits that it is “within the bounds of 
possibility” for such casts to occur exceptionally. [ venture 
to say that instead of being exceptions they are of daily oe- 
currence, but unreported. The casual investigator will often 
fail to discover the source of infection in an outbreak of searlet 
fever, smallpox or diphtheria, when the careful observer will 
tind the fault to rest upon some healthy individual as the trans- 
mitter of the dissease. Dr. Doty further states: “The busy 
medical practitioner may during the day visit many cases of in- 
fectious disease and may go from them to others without pre. 
viously changing his clothing or performing disinfection. He 
has reason to believe that he does not act as a medium of in- 
fection; as he sees no evidence of it in his own home, nor is evi- 
dence presented to him that he transmits disease to his pa 
tients.” That the busy practitioner may do as thus stated is 
too true, Surgeons hesitate to go from a patient having an 
infectious disease to any operative work. Why should they 
hesitate if there is no danger of their conveying infection. 1 
contend that every physician in attendance on certain infec 
tious diseases, such as scarlet fever, smallpox, diphtheria, ete.. 
should wear a protective gown, and this should be moist with 
an antiseptic solution at the time it is worn, or should be dis 
infected as soon as possible after such a visit. Dr. Doty, after 


_expressing himself as to the absence of danger from the clothing 


of non-infected persons, says: “in municipal sanitary work this 
knowledge is valuable as we are then reasonably assured that 
the disease will not spread—at least to any serious extent- 
through the medium of clothing worn by well persons.” Truly, 
this is a remarkable position to be taken by a sanitarian at this 
date. Were it true it would mean that the quarantine of the 
homes of those ill with smallpox and scarlet fever 1s unneces 
sary; that so long as the actual patient is kept at home no 
danger can follow the promiscuous mixing of other members 
of the family with the public at large. If his statement is 
true it means that the exclusion of healthy children, resident in 
an infected house, from school is a mistake. It may be true 
that there may be the attendance at school of many children 
from infected homes without the appearance of many cases of 
disease due to such exposure, but this does not prove the non- 
existence of dangcr from such a course. One has but to study 
the rise in numbers of infectious diseases following the gen. 
eral opening of schools in the fall to realize that the associa- 
tion of children has much to do with the spread of infectious 
diseases, and that this increase in disease is dependent on the 
intermediate as well as the mediate infectious children. Dr. 
Doty, in support of his opinion, says: “As a matter of fact. 
many careful observers believe that the activity, at least of 
some, of the specific organisms is inhibited by an exposure of 
only a few minutes to air and sunlight.” This proves nothing. 
Admitting some of his statements to be true, the argument 
does not apply to clothing, much of which gets little sunlight 
or air, even when in use. 

It may be well to touch upon two other statements in Dr. 
Doty’s paper: 1. “As far as I am able to ascertain no authentic 
report exists which shows that cargoes of vessels have trans- 
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miited bubonic plague through the medium of infected rats or 
other sourecs.” This, it is not necessary for me to argue on 
further than to say that even should the statement be true, it 
does not prove that “rats or other sources” might not have 
transmitted the disease. He further states: “rats collected at 
New York from coffee-carrying vessels from Rio Janeiro and 
Santos, during the recent outbreak of plague in these two places 
were examined bacteriologically and in no instance was there 
the slightest evidence of bubonie plague.” What, may I ask, 
does the Doctor expect to prove by this statement? To me it 
represents but a fortunate circumstance, for no one questions, 
I presume, that rats may be infected with the plague bacillus, 
nor would any one question the fact that had any of the rats on 
any of the ships examined been infected, a careful bacterio- 
logic examination of such rats should have demonstrated the 
fact. 2. He also says: “Most careful investigation has failed 
to present satisfactory evidence that either forcign or domestic 
rags act as a medium of infection (for anthrax) although they 
include all kinds of wearing apparel, which is frequently filthy 
and offensive.” Yet the Doctor must admit that anthrax has 
been brought into this country through infected media in ships’ 
cargoes; and if capable of transmission in such media, why is 
it not possible that rags should be a means of transmission if 
infected ? 

I think any one who has traveled extensively by water can 
realize that there is much absurd maratime inspection, but 
that does not prove that infections diseases can not be trans- 
mitted by cargo, passengers or clothing: or, in other words, 
that infected human beings are the only means of transmission 
for infectious diseases. 

In conclusion, I can not agree with Dr. Doty either in the 
premises or conclusions prescnted in his article, and I think my 
position in this respect will be borne out by sanitarians and 
bacteriologists in general. 

H. M. Bracken, M.D. 


Fatality of the Rattlesnake. 
KNOXVILLE, Tenn., Feb. 26, 1901. 

To the Editor:—Your editorial on the “Fatality of the Rat- 
tlesnake” induces me to say a word on the subject. The pro- 
fessor referred to therein is manifestly not posted on rattle- 
snakes. During the past eight years I have had oceasion to 
spend a considerable portion of six winters in Southern Florida. 
The diamond rattler is a denizen of that region, and since 1 
made my first visit there eight years ago, I know of three men, 
a horse, and a number of dogs dying from rattlesnake bites. 
The diamond rattler is said to be the most poisonous of all, 
and attains an enormous size; fortunately he is usually peaci- 
bly inclined, and all he asks is to be let alone. 

On one of my visits there I talked with an Indian on the 
subject, and asked him how he cured rattlesnake bites. He 
very promptly answered: “Don't cure him. Big sleep. Big 
sleep.” So, not only the Indians of that section, but the 
whites also consider a man as good as dead when a diamond 
rattler strikes him. C. DeApErick, M.D. 


Association Jews. 


New Members. 


The following is a list of new members of the A. M. A. for 
February, 1901: 


ALABAMA. ILLINOIS. 
Kilflebrew, J. Buckner, Mobile. Lockhart, Charles H., Witt. 
. ANSAS. Davis, John A., Farmer City. 


ARK 
Scott, R. G., Geneva. 
Christian, R. B., Little Rock. Bench, Gelena. 


CALIFORNIA. Fisher, Frank B., Springfield. 
Barbat, Wm. F., San Francisco. Plummer, Amzi S8., Peoria. 


CONNECTICUT. Bishop, Arthur M., Chicago. 

: , Giles, Henry Wiley, Wataga. 
Bell, Newton S8., Windsor. Ballard, C. N., Chicago. 
FLORIDA. Lyons, John A., Chicago 


Pierce, Claude C., Key West. Montgomery, Frank H., Chicago. 


Jour. A. M. A. 


INDIAN TERRITORY. 
Donohue, Philip, Afton. 


NEW JERSEY. 
Weeks, David F., Trenton 
INDIANA. Bennett, J. K., Gloucester City. 


O'Day, John C., Montpelier. NEW YORK. 

Allen, Horace R., Indianapolis. N., Jamestown. 
Douglas, W. E., 
Evans wm. Westtow 


Neill, Hiram, Sibley. Myers, rank D., Slat e Hill. 


Ratcliffe, J. J., Waukon. McPhail, Donald T., Purd Sta- 

Struble, Andrew, Inweod. thea. 

Evans, M. M., Le Grand. Smith, Harrie Eugene, Mt. Ver- 
KENTUCKY. 

Schultz, Wm. F., Covington. be 


Dickinson, Jos. 8., Trenton 
Forsythe, M. I.., itarrodsbure. 


Hubbell, Marvin D., New York 
Meredith, T. O., 


Neehaus, G. E., York City. 


Jos. akley, New 
fork City. 
Pow lett, Stephen L., Hammond. Herter, Christian A., New York 


MARYLAND. ‘ity. 
Morrison, Wm. Baker, Hagers- —- James A., New York 
y. 


own. 
Pitsnogle, J. E., Hagerstown. 
Penrose, Clement A., Baltimore. 
MASSACHUSETTS. 
Pierce, A. Martin, New Bedford 
Miller, Jarred H., Wollaston. 
Crowell, Samuel, Boston. 


NORTH DAKOTA. 
Hood, Charles E., Drayton. 


OHIO. 
Koehler, James A., Shelby. 


PENNSYLVANIA. 
MICHIGAN. Tappan, L. N., Philadelphia. 
Burnham, Wm. A., on Deaver, Richard W., Philadel- 
Gammon, H. B., Hastin phia. 
Campbell, Alexander Everitt, Philadelphia. 
Grand Rapids. Middleton, . J., Steelton 
Long, C. M., Sscanaba. Blancha rd, ha Seranton. 
MINNESOTA. Marie Barre, 
Walter A., Redwood Shoemaker, Levi 1., Wilkes Barre. 


ross, H. F., Yor 
Hirschfield, Adolph, ang Rovie Julius J., Susquehanna. 


Nippert, L. A., Minneapol 
De Jong, Conrad, Edgerton. SOUTH DAKOTA. 
Cutts, Rollin E., Minneapolis. Butler, Clarence A., Dell Rapids. 


Hunt, W. A., Northfield. 
Murphy, Wm. B., Minneapolis. TENNESSEE. 
MISSOURI. og R. H., Memphis. 


Os 


Witherspoon, T. C., St. Louis, Cherry. BE, Ot tis, Newbern. 
Ketcham, C. M. Carthage. Crofford, T. J., Memphis. 
obinson, G. Joplin. TEXAS. 
Wallace, Charles H.. St. Joseph. 

‘ke. F , Florer, T. W., Waxahachie. 
Horsley, John S., El Paso. 

VIRGINIA. 

Bridges, Robert Rich B 


Ward, F., Winon 
MeGuire, Stuart, Richmond. 


NEBRASKA. 
Fochtman, John H., Cozad. WISCONSIN. 
Winslow. Rush, Applet 


NEW HAMPSHIRE. Noyes, Geo. Kasson, Milwaukee. 
Wheat, A. F., Manchester. Giiberese. Peter C., Mt. Horeb. 


St. Paul as a Place of Meeting. 

Many of the members of the AMERICAN MEpICAL ASSOCIA- 
TION remember with pleasure their last meeting in St. Paul. 
It was June, 1882, nearly twenty vears ago, the month being 
one of the most beautiful in the vear in Minnesota. Some of 
the members have passed away since then, and younger men 
have taken their plaecs, but those still living, who were in St. 
Paul chen, speak with enthusiasm of the saintly city, its 
beauty, pleasant environments and the cordial hospitality that 
made the meeting of 1882 so memorable a one. This year 
the Association will find many changes, and the physicians 
and their wives who were there then and who have not visited 
St. Paul in the interim will have some difficulty in recognizing 
it. For in nineteen years St. Paul has grown from a town to 
a city; a city of broad asphalted streets, with electric cars run- 
ning in every direction, fine public buildings, good hotels, beau- 
tiful churches, theaters, pretty parks in the city, and Como 
Park outside. There are four well-equipped hospitals, which 
the citizens justly claim are not equalled in any city of the size 
in the country. Then there is picturesque, historic Fort Snell- 
ing, only a few minutes drive or street-car ride from the city; 
Hamline University, the St. Paul Seminary and the Agricul- 
tural College, all institutions in near suburbs and all worth a 
visit by the tourist. Minneapolis, which contains much of 
interest, is connected with St. Paul by two electric lines. St. 
Paul, situated as it is on the high ground on the left bank of 
the Mississippi, has so many natural advantages that it has not 
been difficult to make it one of the most beautiful cities of 
the West. The old union depot has been enlarged as the city 
has grown, and near it runs a car line from which the strangers 
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can transfer to all the other lines running through town and 
out into the suburbs. The electric-car system in the twin 
cities is in every way abreast of the times. The ASSOCIATION is 
fortunate in the time of the meeting, June,as Minnesota weather 
is then “showing off.” The city will be looking its prettiest, as 
it is just after the “spring cleaning,” and before the hot sun of 
midsummer has had a chance to blister the fresh green leaves. 
The scason is also just beginning at near-by lakes, of which 
there are so many. The sunny skies of Minnesota have been 
compared to those of Italy, and the combination of cool air and 
the warm June sun make this particular season of the year 
the most desirable one for out-of-town visitors. 


Warricd. 


Horatio B. Wiruers, M.D., to Miss Mary L. Wester, both 
of Mineral Wells, Texas, February 12. 

Harry P. Finpiey, M.D., Massillon, Ohio, to Miss May 
Quinby, of Monmouth, Ill., February 14. 

DANIEL G. R. LEQuESNE, M.D., Cleveland, Ohio, to Mrs. Mary 
R. French, of The Dalles, Ore., at Toledo, Ohio, February 25. 


Deaths and Obituaries. 


Abbott Hodgman, M.D., New York University, 1858, died 
at his home in New York City, February 27, aged 68 years. He 
served on the staff of Blackwell's Island Hospital, N. Y., having 
medical qparge of the local prison for eight years. In 1884 he 
was a member of the commission appointed to investigate 
tenement conditions. He was a member of the AMERICAN 
MEDICAL ASSOCIATION and a trustee of both the Metropolitan 
Museum of Art and the New York Savings Bank. 

Samuel Camp, M.D., New York University, 1851, of Great 
Barrington, Mass., died February 29, aged 72. He began prac- 
tice in New Marlborough, Mass., and four years later went to 
Michigan, returning to Great Barrington in 1859. He was 
surgeon of the Twenty-seventh Massachusetts infantry during 
the Civil War. 

Seneca T. Hyde, M.D., University of Vermont, Burlington, 
1866, a successful practitioner of Neponset, and a member of 
the Norfolk District and Massachusetts Medical Societies, died 
at Hamilton, Bermuda, where he had gone for his health, 
February 17, aged 65. 

John H. Renner, M.D., Northwestern University Medica] 
School, Chicago, 1864, died at his home in Lagro, Ind., from 
Bright’s disease, February 21, aged 70. He was a member of 
the AMERICAN MEDICAL ASSOCIATION. 

William B. Thomason, M.D., University of Georgia, 
Augusta, 1854, who had practiced in Bullock County for nearly 
half a century, died at his home in Louisville, Ala., February 
2, aged 74. 

Thomas O'Reilly, M.D., Royal College of Surgeons, Eng- 
land, 1849, died February 24, at his home in St. Louis, Mo., 
where he had practiced for more than fifty years, aged 74. He 
was a member of the British Medical Association. 

William F. Aiken, M.D., Harvard Medical School of Bos- 
ton, 1886, killed his wife and himself February 27, at his 
residence in Savannah, Ga. He was 35 years of age and had 
been mentally unbalanced for several years. 

Matthew C. Martin, M.D., Milwaukee Medical College, 
1899, died at the Milwaukee County Hospital, of which he 
was assistant resident physician, February 21, from typhoid 
fever, aged 25. 

William Glenn, M.D., University of Minnesota, 1893, and 
professor of physical diagnosis at Hamline University, died 
from pneumonia, at his home in Minneapolis, February 20, 
aged 41. 

Dewees Cunningham, M.D., Medical College of Ohio, Cin- 
cinnati, 1871, an esteemed practitioner of Wurtemburg, Pa., 
died from heart disease at his home in that place, February 19, 
aged 59. 
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William F. Frost, M.D., Rush Medical College, Chicago, 
1896, died at the residence of Dr. Harry R. Desmond, Platts- 
burg, Mo., February 18, from pulmonary tuberculosis, aged 27. 

Edwin A. Fessenden, M.D., Bellevue Hospital Medical Col- 
lege, New York, 1889, died on February 28, at Portland, Me., 
from poisoning by carbolic acid accidentally taken, aged 55. 

Horatio N. Bradshaw, M.D., Rush Medical College, Chi- 
cago, 1867, died at his home in Superior, Neb., February 22, 
after an illness of three wecks. 

Street Jones, M.D., Bellevue Hospital Medical College, New 
York, died from pneumonia, at his home in Goldsboro, N. C., 
February 20, aged 27. 

Littleton F. Brittingham, M.D., Missouri Medical College, 
St. Louis, 1847, died suddenly at his home, Hannibal, Mo., 
February 24, aged 80. 

Warden James Byers, M.D., College of Physicians and 
Surgeons, New York, 1889, died at his home in Brooklyn, N. Y., 
February 22, aged 38. 

John W. Elliott, M.D., University of Louisville, Ky., 1883, 
of Lake City, Miss., died after a long illness at Yazoo City, 
Miss., February 14. 

B. F. Longstreet, M.D., Jefferson Medical College, died at 
his home, Mount Auburn, Cincinnati, Ohio, February 21, from 
la grippe, aged 52. 

Stephen J. Clark, M.D., University of New York, 1861, for 
many years a practitioner in New York City, died in Sing Sing, 
N. Y., February 24. 

J. J. Bozeman, M.D., Medical College of the State of South 
Carolina, Charleston, 1857, died at his home in Ninety-Six, 
8.C., February 19. 

E. F. Tidwell, M.D., Louisville Medical College, 1882, a 
practitioner of Lester, Ark., was found dead at Camden, Ark., 
February 25. 

Samuel B. Park, M.D., Beaumont Hospital Medical College, 
St. Louis, 1888, died at his home in Winfield, Kan., February 
14, aged 56. 

Charles E. V. Gissy, M.D., Washington University, St. 
Louis, 1875, died at his home in Breese, Il., February 21, 
aged 47. 

Charles S. Hinman, M.D., Dartmouth Medical College, 
Hanover, N. H., 1875, died at his home in West Charleston, Vt., 
aged 54. 


Wiscellany. 


Yellow Fever Investigation.-—We give below the abstract 
of the interim report published by H. E. Durham and the late 
Walter Myers, of the Liverpool School of Tropical Medicine's 
yellow fever investigation, in the British Medical Journal of 
February 23. The complete report was interrupted by the 
authors being attacked by yellow fever, and. as previously no- 
ticed in Tue JourNAL, the results to Dr. Myers were fatal. 
This abstract was published before its authors could have 
known of the results reported by Reed, Agramonte and Carroll, 
in Tue JourNnAL of February 16. The authors’ conclusions are 
as follows: 

1. Sufficient search reveals the presence of a fine small 
bacillus in the organs of all fatal cases of yellow fever. We 
have found it in each of the fourteen cadavers examined for 
the purpose. In diameter the bacillus somewhat recalls that 
of the influenza bacillus; seen in the tissues it is about 4 
microns in length. 2. This bacillus has been found in kidney, 
in spleen, in mesenteric, portal and axillary lymphatic glands, 
ete., taken from yellow fever cadavers directly after death. In 
the contents of the lower intestine apparently the same bacil- 
lus is found often in extraordinary preponderance over other 
microorganisms. Preparations of the pieces of “mucus,” which 


are usually, if not always, present in yellow fever stools, at 
times may almost present the appearance of “pure culture.” 
3. Preparations of the organs usually fail to show the presence 
of any other bacteria, whose absence is confirmed by the usual 
sterility of cultivation experiments. 


4. It is probable that 
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this same bacillus has been met with but not recognized by 
three other observers. Dr. Sternberg has mentioned it; and 
he has also recorded the finding of similar organisms in mate- 
rial derived from Drs. Domingos Freire and Carmona yv Valle; 
but he did not recognize its presence frequently, probably on 
account of the employment of insufficiently stringent staining 
technique. 5. It is probable that recognition has not been 
previously accorded to this bacillus by reason of the difficulty 
with which it takes up stains (espec jally methylene blue), and 
by reason of the difficulty of establishing growths on artificial 
media. 6. The most sucecssful staining reagent is carbolie 
fuchsin solution (Ziehl), diluted with 5 per cent. phenol solu- 
tion (to prevent accidental contamination during the long 
staining period), immersion for several hours, followed by 
differentiation in weak acetic acid. Two hours staining period 
may fail to reveal bacilli, which appear after 12 to 18 hours. 
The bacilli in the stools are often of greater length than those 
in the tissues, and they may stain rather more easily; natur- 
ally the same is true of cultures. 7. Since the bacilli are 
smal] and comparatively few in numbers they are difficult to 
tind. To facilitate matters at our last two neeropsies (14th 
and 15th) a method of sedimentation has been adopted. A 
considerable quantity of organ juice is emulsified with anti- 
septic solutions, minute precautions against contamination and 
for control being taken; the emulsion is shaken trom time to 
time and allowed to settle. The method is successful and may 
form a ready means of preserving bacteria-containing material 
for future study. The best fluid for the purpose has yet to be 
worked out; hitherto normal saline with about one-fifth per 
cent. sublimate has been employed. 8. Pure growths of these 
bacilli are not obtained in ordinary aérobie and anaérobie cul- 
ture tubes, 9. Some pure cultures have been obtained by placing 
whole mesenteric glands (cut out by means of the thermo-can- 
tery) into broth under strict hydrogen atmosphere. Investiga- 
tions into the necessary constitution of culture media for suc- 
cessful cultivation are in progress. 10. Much scarch was made 
for parasites of the nature of protozoa, We conclude that yellow 
fever is not due to this class of parasite. Our examinations 
were made on very fresh organ juices, blood, ete., taken at 
various stages of the disease, with and without centrifugaliza- 
tion, and on specimens fixed and stained in appropriate ways. 
We may add that we have sometimes examined the organs in a 
fresh state under the microscope within half an hour after 
death. 11. The endeavor to prove a man-to-man transference 
of yellow fever by means of a particular kind of gnat by the 
recent: American Commission is hardly intelligible for bacil- 
lary disease. Moreover, it does not seem to be borne out by 
their experiments, nor does it appear to satisfy certain ende- 
mmiological conditions. It is proposed to deal more fully with 
the endemiology and epidemiology of the disease on a later oe- 
casion. 12. We think that the evidence in favor of the etio- 
logical importance ef the fine small bacillus is stronger than 
any that has yet been adduced for any other pretended * ‘vellow 
fever germ.” At the same time there is a much further 
work to be done ere its final establishment can be claimed. 
The acquisition of a new intestinal bacterium would explain 
the immunity of the “acclimatized.” 

Extra-respiratory Cough.—A. Martiner devotes an article, 
in the Presse Médicale of January 23, to the retlex coughs which 
oceur without symptoms in the respiratory passages. The aim 
of treatment should be: 1, to diminish the sensibility of the 
mucous or serous membrane starting the reflex; 2, to diminish 
the excitability of the nerve center presiding over the cough: 
3, to act on the centrifugal routes, and 4, to induce the will to 
control the bulbar center. The first of these indications in- 
cludes the removal of the cause and, sometimes, anesthetizing 
the mucosa. Frequently the cough is arrested instantaneously 
by cocainizing the nasal fosse or drinking a chloroform-coeain 
potion. Opium and its derivatives answer the second indication 
in ordinary coughs, but are injurious in this so-called reflex 
cough, The bromids are useful and also Meglin’s pills—5 eg. 
each of extract of hyoscyamus, extract of valerian and zine 
oxid, for one pill—to be taken three times a day. The centri- 
fugal routes are sometimes brought under control by applying 
two Milan plasters over the phrenic nerve, one in the cervical 
region above the clavicle, between the two heads of the sterno- 
cleido-mastoid muscle; the other at the lower edge of the ribs, 
over the “phrenic button.” This measure has proved particu- 
larly useful in reflex coughs accompanied by hyperesthesia 
along the course of the phrenic nerve. The will-power should 
be strengthened by suggesticn. 


Societies. 


COMING MEETINGS. 
19 aga Society of the Missouri Valley, Omaha, Neb., March 21, 


nin State reo Society of Iowa, Illinois and Missouri, Keokuk, 
Ia., April 2 


Medical Si Fon eal of the District of Columbia, Washington, 
D. C., April 2, 1901. 


‘Tennessee State Medical Society, Nashville, April 9-11, 1901. 
~ ae Medical Association, Jacksonville, April 10, 1901. 


m Ophthalmological and Otolaryngological -Association, 
Cincinnati, Ohio, April 11-12, 1901, 


= Association of the State of Alabama, Selma, April 16, 


Medical Society of the State of California, Sacramento, Apri! 
16-18, 1901. 


South Carolina Medical Association, Florence, April 17, 1901. 
Medical Association of Georgia, Augusta; April 17, 1901. 
Louisiana State Medical Society, New Orleans, April 18-20, 1901 


Medical and Chirurgical Faculty of Maryland, Baltimore, Apri! 
23-26, 1901. 


Texas State Medical Association, Galveston, April 23, 1901. 


American of Genito-Urinary Surgeons, Old Point 
Comfort, April 30 O1. 


Association of ‘ees Physicians, Washington, D. C., April 
30, 1901 


Italian Congress of Pediatry.—-lThe general omnes of 
this Congress, which will convene for its fourth session at 
Florence, October 15, is Dr. Luigi Concetti of Naples. 

German Congress of Surgery.—The date appointed for the 
thirtieth session of the Congress is April 10 to 13, and the place, 
Berlin. Professor Czerny, of Heidelberg, has the arrangements 
in charge. 

German Congress of Dermatology.—-The » vey session 
of the Congress opens at Breslau, May 28, with adresses by 
Finsen, Schiff, Freund and others. Professor Neisser of 
Breslau is to preside. 

Southwestern Iowa Medical Association.—The seventh 
annual convention of this Association was held in Creston, 
February 21. Dr. Vernon L. Traynor, Council Bluffs, was 
elected president; Dr, Donald Macrae, Council Bluffs, vice- 
president; Dr. Frank E. Sampson, Creston, secretary, and Dr. 
Joseph P. Claybaugh, Creston, treasurer. 

Columbus (Ohio) Academy of Medicine.—The annual 
mecting and banquet of the Academy was held February 26, 
President Dr. James C. Lawrence in the chair, and Dr. Theo- 
dore W. Rankin officiating as toastmaster. Dr. Dudley P. 
Allen, Cleveland, was the guest of honor, and responded to the 
toast: “The Profession in the Metropolis of Ohio. 

Oneida County (N. Y.) Medical Association.—The mem- 
bers of the First District Branch of the New York State Medical 
Association, residing in Oneida County, met at Utica, February 
25, and organized the Oneida County Medical Association, with 
the following officers: Dr. William B. Reid, Rome, president ; 
Dr. Henry C. Palmer, Utica, vice-president; Dr. J. O. Strana- 
han, Rome, secretary, and Dr. John Groman, Utica, treasurer. 

New York State Medical Association.—A special meeting 


‘of the members of the First District Branch was held in Utiea, 


February 25, for the purpose of reorganizing the branch as- 
sociation. The meeting was opened by an address of weleome 
by the president, Dr. Charles B. Tefft, Utica, after which the 
following oflicers were elected: Dr. J. Wallace Douglas, vice- 
president, Boonville; and Dr. Edgar H. Douglas, Little Falls, 
secretary and treasurer. 

Sullivan County (N. Y.) Medical Association.—The 
members of the Fifth District Branch of the New York State 
Medical Association, residing in Sullivan County, met at 
Liberty, February 19, for the purpose of organizing the Sul 
livan ¢ ounty Medical Association. The following officers were 
elected: Dr, Charles 8. Payne, Liberty, president; Drs. Frank 
P. Howser, Centreville Station, and Stephen W. Wells, Liberty, 
vice-preside nts; Dr. John L. C. Whitcomb, Liberty, secretary, 
and Dr. Charles W. Piper, Wurtsboro, treasurer. 


PHILADELPHIA NEUROLOGICAL SOCIETY. 
Meeting held February 25, 
President Dr, James Tyson in the chair. 
Astereognosis. 


Drs. W. H. TeLter and F, X. Dercum exhibited a case of 
this affection. The patient was a man 30 years of age, who 
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was, on Noy. 17, 1900, struck on the head by a base-ball bat, 
and was admitted to the Jewish Hospital six days latcr, un- 
conscious, A small cut was present over one eyebrow, and 
there was a depression in the region of the fissure of Rolando. 
There was complete paralysis of the right arm and leg, and 
deviation of the right eyeball. An incision was made over the 
depression and the bone removed. The membranes of the 
brain were congested but intact. A cot extending for two inches 
down into the brain substance was removed, and on removal a 
small amount of brain substance discharged. The patient, 
who had been unconscious for six days, several hours after 
the clot was removed regained consciousness and, on the tollow- 
ing day, the paralysis of the right arm and leg began to dis: 
appear. 

Six weeks later Dr, Dercum found astereognosis present. At 
this time the man was totally unable to recognize anything 
placed in the right hand, such as a spoon, scissors, or other 
object, but these could be at once determined by the left hand. 


Tactile sensation was partly preserved on the right side.  Hy- 
pesthesia was marked in the region of the extremities. © When 


the eyes were shut with the right hand, the man was unable 
to tell the position in which the fingers were placed. There 
was some defect of the muscle sinse. When he would stand 
and close the eyes he would sway considerably. There was 
more or less ataxia of the right arm. When he closed his eyes 
he was unable to touch the tip of the nose without considerable 
trouble. It was evident that he had a lesion of the parictal 
lobule involving the parietal convolution, giving rise to the 
astereognosis. 

Drs. Grorce L. WALTON and WALTER EK. PAUL, of Boston, 
by invitation, read a paper entitled “Astereognosis with I1- 
lustrative Cases.” Dr. Walton stated that the literature on 
this subject had been considerably added to by Dana, Burr, 
Sailer, Mills, Kecn and other writers. As to the differen- 
tiation between hysteria and an organic lesion in which as- 
tereognosis is present, if hysteria, this symptom will disap- 
pear suddenly. It appears that the muscle ncrve fibers tollow 
a different course from those of the cutaneous sensation. The 
ability to close the eyes, and to recognize objects depend on 
contact sense and muscle sense. The first case reported was 
one who had occipital headache, involuntary movement of the 
eye, and ankle-clonus. This patient was unable to recognize 
objects with the left hand. The temperature and pain sense 
were lost. The patient gradually became worse and an opera- 
tion was done by Dr. Warren. The surface of the brain pre- 
sented no abnormality. A cyst was. however, detected lower 
down. Six weeks later the paralysis gradually disappeared, 
but death subsequently occurred. 

The second case had been seen on Dec. 7, 1900, the patient 
stating that for some time there had been numbness of the left 
hand and later numbness of the left leg. Slight aphasia was 
also present. When seen she was unable to recognize an object 
such as a bottle, but could recognize a key. A short time later 
double optic neuritis appeared. In this case an operation was 
done and a growth, the nature of which was doubtful, re- 
moved. No change in the paralysis occurred, except that the 
aphasia became more marked as well as mind blindness. 

In a third case the paralysis was limited to the lower ex- 
tremities. The patient could distinguish a pencil ii applied 
transversely over the foot. In this case there was a history 
of paralysis of the left leg, and attacks of Jacksonian epi- 
lepsy occurring in one toe on the left side. Double optic neu- 
ritis was present. The Babinsky reflex was present. Pain 
and temperature sense were normal. In this case an open- 
ing was made in the skull in the region of the fissure of Ro- 
lando, and just behind the fissure the remains of an old clot 
found. The next day the motor paralysis extended to the hand. 
Articles placed in the hand could not be recognized. Convul- 
sions occurred a few weeks later, but subsequently she regained 
a moderately good condition. The speaker does not believe 
that experiments on the lower animals would be of a very great 
value in the determination of the exact nature of astereognosis. 
In over fifty old cases of hemiplegies astereognosis was not 
present in thirty of them. 
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Dr. FLX. Dercem, in discussing this paper, expressed be 
lief that we have to deal with both a moter and a sensory as- 
tereognosis. 

Dr. Cuartes W. Burr thought the term “astereognosis 
sense” not altogether a good one; “asterognosis faculty” seems 
preferable. He once saw a man who had suffered from a 
fracture of the skull, from which he had recovered. When seen 
by the speaker there was no disturbance of sensation. He 
knew the position of pain, of heat and of cold, but with his eyes 
closed could not recognize a single object. He also knew of a 


case of mind blindness in which heat and cold were recog- 
nized. In his opinion there is some center in the brain which 


stores up things which have been felt, and this center might 
be in the posterior parietal lobule. 

Dr. J. TleNprie Lioyp stated that he at one time treated a 
case in which the patient could not tell the term to apply to 
an object placed before her, such as a knife, key or handker- 
chief, but when these were placed in her hand they could at 
once be recognized, 

Dr. We. G. SPILLER spoke of different writers who had made 
investigations on this subject. He referred to the different 
tracts in the cord, such as that conveying tactile sense, some 
writers belicving this to be in the lateral columns while others 
place it in the posterior. 


NEW YORK COUNTY MEDICAL ASSOCIATION. 
Weeting held February 18. 
Parker Syms, M.D., President. 


Ulcer of Placenta; Umbilical Cord Severed Before Birth. 

Dr. Even V. DeLrurey presented this specimen. The patient, 
a multipara, aged 32, while hanging up clothes suddenly ex- 
perienced a tumultuous sensation in her abdomen, and this im- 
mediately followed by the onset of labor, though she had been 
pregnant only 742 months. That evening, or about twelve 
hours later, Dr. Delphey performed manual dilatation, and 
with the aid of forceps delivered a dead fetus. It was found 
that there was only a short stump of umbilical cord attached to 
the child at its birth, though the total length of the cord was 
fourteen inches. Examination of the placenta after its spon- 
tancous delivery revealed the presence of an ulcer, one inch in 
diameter, and this the pathologist reported to correspond to a 
broken down gumma. Two hours after the birth of the child 
the mother developed symptoms of internal hemorrhage and 
severe collapse, and died. 

Lack of Uniformity in Prescribing Myopic Glasses. 

Dr. S. Buspy ALLEN read a paper on this subject. He said 
that carelessness in prescribing eyeglasses for myopes leads to 
much distress on the part of the patient, and if not relieved the 
ultimate effect may be morbid introspection and even mental 
deterioration. There is considerable difference of opinion con: 
cerning the effect of accommodation, 

Dr. Henry OpreNiEIMER pointed out that by proper atten: 
tion to the habits of life of many children much can be done 
toward preventing the development of a high degree of myopia. 
Such children should be encouraged to participate in out-door 
games, and should be prevented from reading in a poor light, 
or in faulty positions which tend to produce congestion of the 
vessels of the head. It is most important to correet, as far as 
possible, the effort at convergence. 

Dr. FRANK SkeEEL said that the apparent lack of uniformity 
in prescribing glasses for myopia is explained by the necessity 
for treating each case by itself. For low degrees of myopia, it 
is his eustom to prescribe glasses which fully correct the error: 
for high degrees of myopia, very little can be done. When the 
myopia is found to be inereasing, marked benefit will often ae 
crue from keeping the eyes under the influence of atropin for 
six weeks or more. 

Dr. J. H. Woopwarp agreed with what had been said about 
the great importance of correcting very early in life the slight 
degrees of myopia. Where it is moderate in degree, glasses 


for distance should be worn, also for reading, in order to 
There would be 


strengthen the muscles of accommodation. 
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less myopia among our school children if they were not so over- 
worked in school. 

Dr. J. Herpert CLAIBORNE Said that it had been his prac- 
tice for many years to endeavor in youth to give the myope as 
nearly as possible perfect distant vision, the glasses being worn 
for both near and distant work. By a process of education the 
muscles of accommodation can be readily accustomed to this 
change. 

A New Operative Method of Exposing the Seminal Vesi- 
cles and the Prostate for the Purpose of Extir- 
pation or Drainage. 

Dr. EuGeNe FuLier read a preliminary report on this sub- 
ject. It will appear in THe JOURNAL, 

A Contribution to the Bottini Operation for the Radical 
Relief of Prostatic Obstruction. 


Dr. L. Bowron BANGS, author of a paper on this topic, ex- 
pressed the opinion that enlargement of the prostate usually 
begins in early life. Although he has had an experience of 
three years with the Bottini operation, he looks upon it as a 
serious one, for which the patient should be most carcfully 
prepared. The operation requires skill, and should be done very 
slowly, as this slowness is the best guarantee agains secondary 
hemorrhage. The operation is apt to be followed by frequent and 
scalding urination, and with bloody urine for twenty-four or 
forty-eight hours. In from one to three weeks there is very often 
secondary hemorrhage. From the tenth to the fourteenth day 
dark particles of burned tissue make their appearance in the 
urine; occasionally there will be larger fragments. In 11 out 
of his 35 cases there was fever, and 6 had distinet chills within 
twelve hours after the operation. The patient should not be 
allowed up for one week, and should not resume his occupa- 
tion for about two weeks more; in any case, he should be kept 
under careful observation until the urine becomes clear and 
there is no longer irritation. It is important that during the 
operation the electric current be kept up sufficiently to pre- 
serve the blade of the instrument constantly at a white heat. 
In one of his cases it failed in the midst of the operation, and 
he was compelled to complete the work with a Paquelin cau- 
tery. The result was instructive, for the Paquelin cautery 
- had produced a thick, leathery eschar, but no action in the 
adjacent tissues, while the galvanocautery had produced a 
peculiar change in these tissues, which could be readily ap- 
preciated by the surgeon, yet the eschar was fine and thin. In 
20 per cent. of his cases an increased amount of spontaneous 
urination resulted, while 20 per cent. were not improved. The 
greatest benefit was noted in those who had been largely or 
completely dependent on the catheter. One death was attrib- 
utable to the operation, having been caused by sepsis, and as 
two others had occurred within two weeks, they were men- 
tioned, though he does not feel at all sure that the operation 
was either directly or indirectly, responsible for them. 

Dr. Witty Meyer said that he had done this operation on 
thirty-nine patients. He called attention to the fact that 
gonorrhea was a factor in about 75 per cent. Local anes- 
thesia is ordinarily not advisable, but if employed better results 
will follow from mixing two-thirds of an ounce of a 2 per cent. 
solution of cocain with one ounce of a 3 per cent. solution of 
eucain. Where the kidneys had been normal he used either 
general or spinal anesthesia. The latter acted very well in the 
five cases in which it was tried. As he believes the depth of 
the incision in the Bottini operation is of importance, he is in 
the habit of repeating the posterior incision at the time of 
operaton. The pain after the operation is often intense, and 
for this reason he has adopted the plan of tying in a smooth 
Mercier catheter. In this way, much relief is afforded, and if 
the precaution to keep the urine loaded with antiseptics is 
taken, the effect of such a practice is to set up a sort of con- 
tinuous antiseptic irrigation. He is confident that it is a val- 
uable procedure, though not in accordance with established 
practice at the present time. The after-treatment is certainly 
arduous and most important in a case operated on by Bottini’s 
method. He thinks that prostatectomy will come to be the 
operation for “hard” prostates and those having a hard 
nucleus. 
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Dr. EUGENE FULLER said that he had long been an earnest 
advocate of prostatectomy, and the results from Bottini’s 
method certainly do not make him feel like abandoning the 
method he has so long championed and practised. He is of 
the opinion that the Bottini method will result in relapses 
from the formation of the cicatricial tissue—indeed, his chief 
objection to that method is in the fact that one must burn 
through the tissues of the bladder to reach the prostate. An- 
other serious objection is that it provides no means of secur- 
ing for the bladder the surgical rest which, in its diseased 
state, is so often imperatively demanded. 

Dr. J. W. S. GouLry said that the selection of the operation 
should be founded on an exact diagnosis. It should be re- 
membered that Mercier failed in his prostatotomies and pros- 
tatectomies where there had been any considerable enlargement 
of the supramontanal folds. He believes that the Bottini op- 
eration is contraindicated in those cases in which the third 
lobe projects 2 or 3 em. into the bladder. He himself intro- 
duced Mercier’s operation into this country, and has performed 
it upwards of fifteen times. Where the prostate is very large, 
irrespective of whether it is soft or hard, prostatectomy is the 
operation to be selected, and he believes its dangers have been 
much exaggerated. He has dissected about one thousand 
prostates, and as an outcome of this experience is in a position 
to assert that the really hard prostate is of rare occurrence. 

Dr. S. ALEXANDER paid a tribute to Dr. Bangs for his very 
fair and judicial presentation of his experience with the Bot- 
tini operation, and pointed out that this paper has placed the 
profession in possession of certain new facts. The author has 
shown that the operation is not always successful, that the 
period of convalescence is longer than we have been led to sup- 
pose, and that he can not claim that a permanent groove re- 
mains in the prostate, for he has s.:n contraction of fibrous 
tissues as a resnit of a burn. Through the courtesy of Dr. 
Bangs, he was allowed to examine a prostate taken, at autopsy, 
from a man who subsequently died from an entirely independent 
cause. That specimen showed scars, the result of contraction, 
but no grooves. When a prostatectomy is done, the whole 
prostate is not taken out, but only those portions causing the 
obstruction. He does not deny that his operation of prosta- 
tectomy is associated with a high rate of mortality and is a 
very difficult one, but he contends that it is founded on a cor- 
rect principle, and that the bad results are purely the outcome 
of a defective technique and of our general ignorance of the 
subject. He believes the Bottini operation a valuable form 
of prostatotomy for certain cases. It should be constantly 
borne in mind that the principal cause of obstruction is not 
intravesical. 


CALIFORNIA ACADEMY OF MEDICINE. 
Regular Meeting, January 22. 
Arsenious Acid in Malignant Growths. 

Dr. H. M. Sherman occupied the chair, in the temporary 
absence of the president, Dr. D. W. Montgomery. 
Dr. Howard Morrow read a paper by Dr. Montgomery and 
himself, entitled “Arsenious Acid in the Treatment of Cancer of 
the Nose and Face.” and presented several cases. The paper 
consisted of the histories of some patients so treated, and 
described the technique and the indications for its application. 
In the clinie they had long talked of the advisability of taking 
up this mode of treatment, especially since the publication of 
the articles by Dr. A. R. Robinson, of New York, in favor of it. 
The histories of the patients shown ran as follows: 
Mrs. R., aged 67, entered the clinic on Aug. 27, 1900, showing 
an epithelioma on the right temple, one-half an inch behind the 
right eye-brow; it was of about the size of a five-cent piece, and 
not ulcerated. The paste was applied for two days in succes- 
sion; it healed kindly in three weeks, and the remaining scar is 
hardly perceptible. 
F. M., aged 60, entered the clinie on Aug. 28, 1900, with an 
epithelioma of the right cheek, just below the outer canthus, 
which he said had lasted for ten years. The epithelioma was 
the size of a dime, ulcerated in the center, and surrounded by 
a typical waxy border with dilated capillaries crossing over it. 
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He supposed it to have started from the burn of a sulphur 
match. The paste was applied three times, for twenty-four 
hours each time; the resuiting sore healed in four weeks, and 
the scar is very small. 

T. B., aged 73, entered the clinie July 6, 1900, for an epi- 
thelioma of the nose, which he said had lasted for five years. 
The lesion was slightly larger than a split bean, was ulcerated 
in the center, and was surrounded by a hard, raised border, 
covered with dilated capillaries. There were two applications 
of the paste, of twenty-four hours each; the resulting sore 
healed uneventfully in four weeks, the scar being hardly no- 
ticeable. 

C. F. 8. entered the clinic on Aug. 27, 1900, suffering from a 
rodent ulcer on the right side on the upper lip, over one-half 
inch in diameter; it had an ulcerated center, and the border 
was hard, waxy, and infiltrated. There was a great amount 
of infiltration throughout the right half of the lip. The paste 
was applied four times for twenty-four hours each time, and the 
infiltration entirely disappeared, the lesion healing in five 
weeks, leaving nothing at present but a hypertrophied cicatrix. 
This was the most difficult case of all to ticat, as the position 
was awkward and the infiltration deep. 

Two other patients had been treated and discharged as cured, 
but the authors had been unable to trace them. They thought 
that all cancers situated at mucocutaneous junctions, or on 
mucous surface, in which there is apt to be early involvement 
of the lymphatic nodules, are best treated by the excision of the 
growth itself, and adjacent lymphatic channels and nodules; 
but that the small-celled variety, commonly known as super- 
ficial epitheliomas, or rodent ulcers, and usually situated upon 
some part of the face, are best treated by methods other than 
operative. The most effective of the non-operative methods 
are the actual cautery and the various caustics. The caustics 
commonly employed are chlorid of zine, chromic acid, caustic 
potash, formalin, and arsenic. Other methods have been used, 
such as injections of silver, arsenic, alcohol, aniline dyes, 
toxins, and electrolysis, but the results have not been satis- 
“factory. Treatment by the w-ray is uncertain, many cases not 
healing at all, and in all it is very slow. Liquid air has been 
used experimentally in a few instances; it is more painful than 
caustics and no better in its results. 

The patients presented had been treated by arsenic. The 
strength of the arsenical paste has considerable to do with the 
result. Marsden never used arsenic stronger than two parts 
of the arsenious acid to one of the diluent, nor weaker than 
equal parts of the arsenic and diluent. 

In a great many of the recipes given by writers the arsenic 
is used in smaller quantities; 1m many, in ridiculously smalt. 
The paste used by the authors contained 5 parts of arsenious 
acid, 3 of gum arabic, and 2 parts of cocain. Just before ap- 
plying, this powder was mixed with enough water to make a 
thick paste; the amount of water used is of importance, for if 
not enough is added to the powder the paste will ball, and not 
apply well, and if too much is added the paste will run. It 
will be observed that this paste is only as strong as the weakest 
recommended by Marsden. 

The area to be cauterized was first surrounded by a piece 
of adhesive plaster, then the paste was applied and covered over 
with gauze or cotton held in place with adhesive plaster. 
This dressing was left on for twenty-four hours. Frequently 
the dressing was applied for several days in succession until 
there was a marked gangrenous slough. One objection to this 
treatment was the slight amount of pain felt after the cocain 
had lost its effect, and another is the acute inflammatory 
edema which sometimes closes one or both eyes. The edema 
quickly subsides, however, after the paste is removed. In 
many cases the cosmetic results from the arsenic treatment are 
superior to those following surgical means, and this is an im- 
portant point with growths on the face. Arsenie certainly 
seemed to have a selective action on malignant tissue, as they 
had tried it on two lesions that were not cancer, and where it 
only caused a trifling reaction. One was a large vascular 
mole, and the other a chronic localized infiltration from pus 
infection, and it had no effect on either except to cause slight 
congestion of the parts. It seemed to them that it was just 
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us necessary to have experience in the use of arsenic as it was 
in the use of the knife in the treatment of cancers. One has 
to know something of the strength of the paste which should 
be used, the length of time to apply it, and the amount of tissue 
to be destroyed. One needs to know what accidents to fear, 
and also what appearances, apparently threatening, may be 
disregarded. The inflammatory edema, for instance, while very 
threatening looking, is in reality very innocent. The hole 
made by the cauterization is also very portentious looking, but 
it is wonderful what a smali sear it leaves on healing. <A large 
amount of bone may be laid bare at the bottom of a huge ulcer, 
and vet the lesion may heal kindly without any necrosis of the 
bone. Immediately after cauterization, on looking at the 
horrid disfigurement, one vows never to use arsenic again, but 
when the result is complete those vows are forgotten. 

Dr. T. W. HUNTINGTON said that these cases show very satis- 
factory results of the treatment, but not more nor less than 
from the use of the knife. While recognizing these cases as a 
form of this disease, he hardly believes that they were the 
true, or the highest degree of, malignant epitheliomas. There 
is a difference in the malignancy brought about by the age of 
the growth and the conditions under which it appears. The 
location in these makes the diagnosis, in his mind, a little 
doubtful. He has removed many such tumors, with the same 
results, and with less pain and suffering. Several years ago, 
in conjunction with Dr. Cluness, he used the paste with consid- 
erable success. The results finally were not as satisfactory as 
he desired; some were bad, afterward showing a return with a 
high degree of malignancy. 

Dr. H. M. SHERMAN voiced the opinion of Dr. Huntington as 
to the degree of malignancy of the disease, and he also prefers 
the knife as more certain and more thorough in its work. 


Dr. Howarpd Morrow said they had treated several cases 
with formalin, by brushing it over the surface, but that there 
was much more pain than by the treatment with the paste. 
Several cases seemed to have gone on with questionable results. 
the disease spreading over the nose and forehead. The cases 
shown were probably not truly malignant. The tendency to 
malignancy usually increases with age. 


Dr. D. W. Monrcomery said that Dr. Huntington’s state- 
ment regarding malignancy and superficial cancer of the face 
and nose is true. There is a difference of degree and of kind. 
Several years ago a woman, with a rodent ulcer close to the 
eye, came to the clinic. The uleer was removed with the 
knife and a flap from the forehead filled in the incision. A 
year and a half afterward she returned and could not close 
the eye. There was paralysis. Metastases had occurred either 
from the knife or before the operation. She had been previously 
operated on in Stockton. This case was originally a typical 
rodent ulcer, but had degenerated and become malignant. An- 
other case similar in character was seen some years ago, which 
he refused to treat with arsenic. The tumor had grown from a 
sebaceous gland. It was a nodular epithelioma which was 
removed by the knife. Four months after, the man returned 
with a scar too large and extensive for the area involved in the 
first operation. The scar tissue was taken out and found to be 
cancerous. He then sent the patient to Dr. Sherman, who re- 
moved some nodules from the neck, but whether they were can- 
cerous or not was not demonstrated. The operation was an 
extensive one and required the removal of a large amount of 
tissue. The patient has remained well for three years. In 
such a ease Dr. A. R. Robinson would have used paste. There 
are some cases of cancer of the face where the tumor is cut 
out repeatedly, which, unless treated by arsenic, formalin, 
chromie acid, or the w-ray, never heal up. There is one danger 
with the knife, namely, one is never certain as to the exact 
amount of healthy tissue that should be removed, for the tissues 
retract and draw away, and yet the operator believes that all 
the diseased structures have been cut out. He has seen such 
work frequently done. This is most common in superficial 
growths of the mucous membranes and of the skin. More sur- 
face than the area of the disease must always be destroyed. 
Arsenious acid seems to have a selective action on cancerous 
tissue. 
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Spina Bifida. 

Dr. M. Superman exhibited a spccimen of spina bifida, 
showing a small cyst imbedded in the middle of the tumor, 
Morton’s fiuid was used for injection. After the operation the 
tumor contracted somewhat, and then remained stationary. 
The child became marasmic, seemed about to die, and was sent 
home, but subsequently came back for the removal of the tumor, 
which pari passu grew with the child. An incision was made 
through the skin and fatty tissues, and the sac tied off. He 
would not use Morton’s fluid in many of these cascs, though 
he believes that it does not interfere with the cord, and if it 
flows into the canal, does no harm. In this case, on account of 
the very small neck of the cyst and size of the tumor, the fluid 
was not allowed to enter the canal. Morton's thuid, in small 
tumors, covered by skin, may be advisable. If, after the use 
of the fluid, the mass still remains cumbersome and in’ the 
way, removal is best. 


Cherapeutics. 


{It is the aim of this department to aid the general practi- 
tioner by giving practical prescriptions and, in briet, methods 
of treatment for the diseases seen especially in every-day prac- 
tice. Proper inquiries concerning general formulae and out- 
lines of treatment will be answered in these columns. | 


Treatment of Infantile Colic. 


Illoway, in Phil, Med. Jour., states that the treatment of 
infantile colic is divided into: 1, the immediate relief of the 
infant, and 2, the removal of the exciting cause. As treatment 
for the first he gives the following formula recommended by 
Starr: 


Aq. menth. pip. q. 8s. ad... 


M. Sig.: One teaspoonful as needed for a child of 1 month. 

It may be made more efficient by the addition of two drops 
of aromatic spirits of ammonia to each dose, or in severe cases, 
one drop of spirits of chloroform. Or, in severe cases, he ad- 
vises potassium bromid or chloral as follows: 


hydratia ......... gr. viil 


M. Sig.: One teaspoontul at one dose and repeat if necessary 
two or three times at intervals of half an hour. 

Illoway has found that infants readily become accustomed 
to the opiates and require increased doses from day to day: 
consequently he prefers the following formula: 


hydratisa .............. gr. Vi-x 36-66 


M. Sig.: One teaspoonful for a dose. To be repeated in 
one-half hour if necessary, for an infant from 2 to 6 weeks old. 
For older infants the dose of chloral can be increased if neces- 
sary to 1% grains. 

He states that he has found nothing superior to the milk 
of asafetida for immediate relief and the infants will take it 
very readily. It is innocuous and can be placed with perfect 
safety in the hands of the mother or nurse. He gives it in the 
following combination: 


Lac. asafetida Bas 16) 
Essent. anisi 2) 


M. Sig.: One teaspoonful at a dose. 

He states that the administration of a few teaspoonfuls of 
warm sweetened fennel tea after administering the above will 
not only do away with the taste in the infant’s mouth, but to 
some extent increases the action of the asafetida. 

Dewee’s carminative, which was official in the U. S. P. in 
1880, and known as mistura maegnesiw et asafetide, and which 
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was mentioned by Illoway in his article, is composed of the 
following: 


R. Magnesii carbonatis ................ 3iss 6) 
Siiss 10 


M. Sig.: One teaspoontul, to be repeated in half an hour if 
the infant is not relieved. ‘This sized dose is caleulated for a 
child 2 weeks or | month old. 

Occasionally, he states, in infants with a peculiarly sensitive 
tract, an opiate may be required and the camphorated tincture 
answers best prescribed as follows: 


Aq. menths pip.............. 5v-3vss 160-175 


M. Sig.: One teaspoontfui, to be repeated in half an hour if 
necessary. A third dose can be given in two hours. 

In colic due to over-feeding or to indigestion, to constipa- 
tion or to improper food, the suffering of the infant is quickly 
relieved by the following: 


Spts. etheris comp. (Hoffman)... .. m. x] 2 66 


M. Sig.: One-half teaspoonful, to be repeated in one-half to 
three-quarters of an hour for an infant 3 or 4 weeks old. For 
younger intants the dose is fifteen to twenty drops; for older 
ones, from one-half to one teaspoonful, according to age. 

REMOVAL OF THE CAUSE, 

If due to flatulency where the digestion is retarded, Starr 
advises the administration through the whole colicky period 
of vinum pepsini, three times a day in fifteen-drop doses, 

The following is recommended by Thompson for the same 
condition: 


M. Ft. chartula No. i. Sig.: One such after each meal. 
Or, 


gr. xiv 3| 
Spts. ammon. arom................ m, XV 1 
Spts. m. XV 1 


M. Sig.: One teaspoonful after each meal. 


Incontinence of Urine in Children. 


. Blake White states that the following combination is of 
good service: 
R. Sodii benzoatis 


Sodii salicylatis, 44.............. gr. XXX 2 


M. Sig.: One teaspoonful in water four or five times a day. 
The quantity of sodium salicylate may be increased to double 
the amount if necessary. 


Methylene Blue in Treatment of Malaria. 


Dr. M. Dunn states that there is no remedy equal to methy- 
lene blue in cutting short malarial fever. He prescribes it as 
follows: 


Quinine sulphatis ................ gr. il 12 


M. Ft. cap. No. i. Sig.: One such capsule every three hours. 
Sodium Persulphate in Tuberculosis. 


Garel, of Lyons, as noted in the Jour. of Tuberculosis, states 
that this salt can exert a very remarkable influence over the 
appetite and digestive organs, and as an oxidizing agent it 
excels even arsenic and vanadium, and is much less toxic. The 
sodium persulphate should always be taken on an empty 
stomach, one and one-half hours before eating. According to 
Nicholas, one dose of 244-5 grains (.15-.30) in twenty-four 
hours suflices. Its administration is indicated only in the 
earlier stages of the disease to arouse the appetite and to 
promote nutrition in anorexia and weak digestion. 
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Treatment of Acute Gout. 


The following treatment of acute gout is recommended by 
Barthoiow: 

A sullicient quantity of colchicum should be given to increase 
the secretion from the skin, the intestinal mucous membranes 
and the kidneys, but nausea and vomiting should be avoided. 
Better results are obtained when it is combined with an 
alkali, as: 


Spts. ammon. arom. q. s. ad.......... 

M. Sig.: One teaspoonful every three hours in water. 

Or, 

R. Tinct. colchici sem................ m. XX 1/33 

M. Sig.: At one dose, to be repeated every three or four 

hours. 


The following combinations are recommended by Sir Henry 


Halford: 

BR. Ext. colchici radicis............... gr. Vi |25 
Pulv. ipecacuanhe et opil 
Ext. colocynth. comp., 44@.......... gr. xii 

M. Ft. pil. Ne. xii. Sig.: One pill night and morning. 

Or, 

Pulv. digitalis | 
Ext. colocynth, comp., .......... ur. XX 1.33 


M. Ft. pil. No. xx. Sig.: One or two pills, to be taken three 
times a day. 
Quinin as an Antipyretic. 


36 Egbert, in Merck's Archives, favors the combination of 
d quinin with acetanilid as antipyretic in the earlier stages of 
201 inflammatory diseases. In his opinion a fluid mixture is 
preferable: 
Quinine sulphatis 3i 4) 
Syrupi (chocolated) q. s. ad.......... Ziv 128) 
M. Sig.: One to two teaspoonfuls every three or four hours. 


By combining quinin in small doses with other cinchona 
alkaloids the effect of the dose is augmented. He recommends 
the following: 

R. Quinine sulphatis 

Cinchone sulphatis 


Cinchonidinew salieylatis, @4...... gr. XXX 2| 
M. Ft. cap. No. xxx. Sig.: One to two capsules every three 


or four hours 


Thiocol in Chronic Bronchitis. 

Dr. J. A. Goldmann, of Vienna, claims to have obtained 
splendid results in treatment of chronic bronchial catarrh with 
thiocol (the potassium salt of guiacol-sulfonic acid) prescribed 
us follows: 

M. Sig.: One email for a child, or one dessertspoontul 

for an adult, three times a day in milk or coffee. 


As a Resolvent of Tuberculous Glands. 


Descroizilles, as noted in N. Y. Med. Journal, recommends 
the following as a local application: 


M. Sig.: To be applied locally on compresses. 


A Lotion for Checking Night Sweats of Phthisis. 
Herschfeld reports excellent results from sponging the body 
with the following mixture: 


BR. Balsami peruviane ............. XXX 2| 
Acidi formici | 
Chloralis hydratis, .............. diiss 10) 


M. Sig.: Sponge the patient’s body at night. 


Acute Bronchitis in Children. 


The following prescription is recommended by A, Agramonte 


R. Solutionis ammon. acetat 16 
Syrupi ipecacuanhe ................ diss 
Syrupi semege 5i 4 


M. Sig.: One wainocnbel every four hours. 


The above combination will produce elimination from the 
skin, kidneys and bronchial mucous membrane. 


Correction: In last issue, on p. 594, the second prescription, 
under “Treatment of Blepharitis.” should have Vaselini 
instead of gr. iil. 


Seven Thousand Dollars for the Loss of an Eye.-——Thie 
Court of Civil Appeals of Texas, says, in the case of the De La 
Vergne Refrigerating Machine Company vs. Stahl, that the 
verdict here returned of $8000 is much larger than that in any 
case which it has been able to tind, or which counsel seem to 
have been able to find, involving the loss of an eye, with the 
usual consequences of such injury. Here the party seeking to 
recover damages therefor was a young man, a mechanic, 24 
vears of age, when hurt. And while the court considers $8000 
as excessive Compensation in such a case, it holds that the loss 
of an eye is a serious injury, and says that it will affirm the 
judgment if a remittitur of $1000 be made from the $8000. 

Extent of Liability of Seller of Patent Medicines.—The 
case of West vs. Emanual was brought by a mother to recover 
from a druggist damages for the death of her daughter, alleged 
to have been caused by a headache powder, sold to her by the 
druggist. At the close of her case, and on motion of the de- 
fendant, a compulsory nonsuit was entered. This, the Su- 
preme Court of Pennsylvania holds was proper, as the evidence 
introduced failed, in its opinion, to establish or disclose a 
cause of action. The powder, it explains, was a patent or pro- 
prietary medicine, sold by the manufacturer to drug stores, and 
by them sold to their customers. And in the sales of patent or 
proprietary medicines furnished by the compounder of the in- 
gredients which compose them, the court holds, the druggist is 
not required to analyze the contents of each bottle or package 
he received. If he delivers to the consumer the article called 
for with the label of the proprietary or patentee upon it, he 
can not be justly charged with negligence in so doing. 

Prohibiting Additional Hospitals Where Built up.—.\ 
Pennsylvania act of 1899 for the protection of public health, 
prohibits the establishing of maintenance of additional hos- 
pitals, pest-houses, and burial grounds in the built-up portions 
of cities. In construing this, in the case of Commonwealth vs. 
the Charity Hospital of Pittsburg, the Supreme Court of Penn- 
syivania holds that it was properly decided in the court below 
that the phrase “built-up portions of cities’ must be understood 
in its ordinary and popular meaning, and with reference to the 
object of the act, viz., the protestion of the public health, the 
object of the act being presumed to be to remove supposed 
sources of contagion from immediate contact with a large popu. 
lation. It also approves of construing the word “additional” to 
refer to new buildings not already established, and not to mean 
in addition to the total number then maintained in the whole 
of the city. It also seems to think that the act is single in 
its purpose, namely, to protect the public health, and at the 
same time a general act, for the protection of the public health 
throughout the commonwealth, regulating the location of the 
institutions in questions by prohibiting them in all the more 
populous places of the state, down to a certain line, where the 
supposed evil does not exist. Nor does it consider that the 
act deprives a hospital of its property, or the use of it, without 
due process of law, or denies to it the equal protection of the 
law, in contravention of the federal constitution. 

County Not Liable for Treatment of Pauper Inebriate.— 
The Supreme Court of Wisconsin holds, in the case of the Put- 
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ney Brothers Company vs. Milwaukee County, that neither the 
county board no any county officer has authority under any 
specific statute of that state to contract with a private person 
or corporation for the medical treatment of a pauper tor what 
is termed “inebriety,” and entail a liability therefor upon the 
county, his board being simply a minor incident of the treat- 
ment. Inebriates may, indeed, it says, be received into county 
asylums, under certain restrictions, and may be committed to 
a county poor-house, and the county become liable for their 
care in whole or in part, but the statutes seem to go no further, 
Thus, it appearing that the legislature of Wisconsin has pro 
vided certain methods by which inebriety or habitual drunken- 
ness may be dealt with, the supreme court thinks it plain that 
it has excluded other methods, and that the general provisions 
requiring the county or town to care for and relieve paupers 
refer to neccessary food, clothing, ordinary medical treatment, 
and the like, and not to medical treatment looking toward the 
cure of inebriety as a disease. There is, therefore, it insists, 
no authority resting in any officer or public body to incur lia- 
bility for such treatment. And such being the case, there can, 
it holds, be no ratification by the county, a+ a county can not 
ratify the unauthorized acts of its agents which are beyond the 
scope of its corporate powers. 


Liability for Aggravation of Latent Disease.—The case 
passed upon by the Supreme Court of Colorado entitled the 
City of Denver vs. Hyatt was brought by the latter party to 
recover for injuries alleged to have resulted from a fall caused 
by a defective sidewalk. The jury was instructed, in effect, 
that, if the plaintiff was predisposed to a disease which was 
aggravated or accelerated by reason of the accident, she was 
entitled to recover the damages necessarily resulting from such 
aggravation or acceleration; in other words, that to the extent 
she was caused to suffer from the effects of a latent disease, 
above that which she would have suffered had it not been tor 
the accident, she was entitled to recover damages. This, the 
supreme court holds, was not error. The sidewalks of a city, 
it says, are for the use of those with organic predisposition to 
discases as well as for the healthy and robust and any injuries 
which the former sustain by reason of defects in such sidewalks, 
which result in aggravating an already diseased condition, are 
results for which the city must respond, if otherwise liable. 
The evidence was clear at the time of the trial the plaintiff 
was suffering severely from some internal difficulties, which 
were manifest for the first time shortly after the accident. 
These troubles were of such a serious nature as to render her 
practically helpless. What particular internal organs were 
affected was not clear. The physicians called did not agree 
upon this proposition, Neither were they a unit as to what 
might have been the proximate cause of this condition. One 
of them gave it as his opinion that her internal condition was 
caused by the fall. None of the others stated directly that 
it was not. but they stated that they had never known such a 
condition as she presented due to an accident, or that such eon- 
dition was not necessarily attributable to the accident. From 
other evidence it appeared that the plaintiff prior to the ac 
cident and woman, and had nevei 
suffered from a derang:d condition of any internal organs prior 
to that time: that shortly after the accident, as before stated, 
Now, this fact, in connection with 
the testimony of the physicians, the supreme court thinks, was 
amply suflicient to warrant the conclusion by the average lay- 
man, and to sustain a jury finding, that the deranged internal 
condition which she manifested at the trial, and which had 
existed a long time prior thereto, was caused by the fall. 


was a healthy Vigorous 


she was affected internally. 


Not a Case for Fee-Bill Charges.—The Supreme Court of 
Wisconsin says that, upon the question of the value of the 
plaintifl’s services, In the case of MeNamara vs. MeNamara. 
the jury seem to have gone widely astray. This was a contro- 
versy between son and father, both of whom were practicing 
physicians. The son claimed $12,000 to be due him for con- 
sulting and advising with his father in his practice for a period 
of five years and ten months, alleging an express promise by 
the father to pay what such services were reasonably worth. 
The veneral denial, with a eounterelaim for 
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money advanced. The son kept no books of account, and dar, 
ing the ycars in question never made a memorandum of a single 
case he treated, or concerning which he counseled or advised 
his father. His guess was that his father called upon him on 
the average of four times a week. and that he counseled with 
him as to four cases at each visit. His estimate was that he 
advised with his father concerning 1000 cases each year, and 
that his services were worth a little less than $2 for each case. 
Three physicians were called as experts for him, and were asked 
a hypothetical question similar to the following: “Q. Doctor. 
if the defindant in this case consulted with the plaintiff in a 
professional capacity on an average four times a week, and at 
each consultation discussed four patients on an average, or say 
sixteen to eighteen cases a week, and in consultation the plain- 
til! would prescribe for the different parties, give advice as to 
the medicine to be given, how much, and the general treatment. 
and all such other advice and information as is incident to a 
consultation for treatment, those cascs being of a syphilitic 
nature and venereal character entirely, or 90 per cent. of them 
at least, what, in your opinion, would such services be worth 
per year?” One answered, in the neighborhood of $4000) per 
year; going according to the fee-bill tixing rates for consulta- 
tion. The second testified that he would charge $4160 per 
vear for such services. The third thought from $2 to $5 a 
consultation would be a reasonable charge But that such 
testimony was of no value in arriving at a correct conclusion, 
the Supreme Court thinks evident from the fact that the hypo- 
thetical question did not cover the material facts in the case. 
The relation of the parties, the cireumstances under which the 
services were rendered, the time employed, the nature and ex- 
tent of the consultation, and all the circumstances surrounding 
the service, it holds, were material in arriving at a reasonable 
The attempt to apply fee-bill charges to such a situa- 
tion, it declares, was absurd. On this account, and b: cause it 
considers that prejudice was aroused and no proper foundation 
for the recovery allowed was found in the evidence, it grants 
a new trial notwithstanding that the $11,000 verdict returned 
by the jury was cut down by the trial judge to $6000. 
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AMERICAN. 
3. Infantile Scurvy.—The etiology of scurvy in infants has 
been studied by Griffith, who reviews the statistics and also 
reports a number of personally observed cases. The points of 
interest to which he calls attention are: that there is a gencr- 
ally accepted view that patented toods often produce infantile 
scurvy and some cases show that recovery may follow their 
withdrawal without other treatment. Whether this is because 
they are deficient in certain ingredients or whether they com- 
monly contain or are derived from starch, remains to be de- 
termined, The indicate that the sterilization of 
milk is capable of producing scurvy though this is a less prom- 
inent etiologic factor. It is shown that scurvy can develop on 
a diet of milk, which has not been long heated or which is 
even raw, and in which case we are lead io suspect the action 


- 


cases also 


of a low percentage of proteids. Some of the cases also show 
that fruit juices may produce a cure without any change in 
the diet. In conclusion he that while there are 
dietetic factors, the individual element is markedly present in 


this disease: what is one baby’s meat is another's poison. 


remarks 


i. Chloretone.—Stevens gives his experience with this drug 
and concludes that we have in it a special hypnotic of moderate 
power, rarely giving rise to unpleasant after-effects, but of 
which a tolerance is quite readily acquired, and it should be 
adopted for use in cases of insomnia, unatt:nded with pain, 
high fever, or pronounced nervous excitement. 


7. Sputum Examinations.—Fusse!l insists on the necessity 
and value of sputum examinations, describes the technique, 
and discusses their practicability for the average practitioner. 
To show their value three cases are reported. He maintains 
that it is perfectly practicable for any physician possessing a 
microscope with a moderately high power, or with an oil-.m- 
mersion lens, to make the cxaminations himself, and describes 
the simpler procedure. 


8. Rectal Resection Per Vaginam.—Murphy describes and 
illustrates his method of excision of the rectum through the 
vagina, and reports five cases. His conclusions are that the 
advantages offered by this route are: 1. The sacrum and pos- 
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terior bony wall of the pelvis are not disturbed. 2. The field 
of operation is as extensive and the anatomical parts as ac- 
cessible as in any transsacral operation. 3. The peritoneal 
cavity is opened in both the vaginal and sacral operation, and 
in neither is it a source of great danger. 4. The diseased 
tissue is more accessible for inspection and the extent to which 
the operation may be carried upward is as great, if not greater, 
than by the sacral route. 5. The peritoneum may be drained 
freely through the vagina. 6. A perfect end-to-end approxima- 
tion either by sutures or with the use of a button may be se- 
cured. The preferable method is by interrupted silk suture 
because, as there is no peritoneum on the sphincteriec segment. 
failure of union with the button is to be feared. 7. The sphine 
ter is retained and the peritoneal body is restored. There is a 
diminished action of the levator ani muscle. 8. When opera- 
tion is complete, the parts are practically in their normal posi- 
tion. He remarks that he has performed the same operation on 
male cadavers and found, by splitting the sphincter directly 
through the median line anteriorly and posteriorly cutting back 
to the coceyx and opening the retrovesical fold of the peri- 
toneum, practically the same field for operation may be opened 
as in the female, several inches of bowel be dissected and end-to 
end union secured. Either anteprocteal or postprocteal drain. 
age may be used. The cut ends of the sphincter are united 
anteriorly and posteriorly and the lateral nerve-supply on the 
ovher side is not disturbed. 


12. Army Pathologie Laboratories in the Philippines.—- 
The army pathologie laboratories on hospital ships and at 
Manila are described by Curry, who gives general remarks on 
the diseases of the Philippine Islands. He speaks of the 
special embarrassments in such laboratories in the tropics, on 
account of the frequent contamination by air organisms and 
the rapid putrefaction processes in cadavers. The bacterial 
flora of the tropics is, he says, as rich and varied as its botan- 
ical flora, and a great many organisms are met with that were 
hitherto unknown. As regards the climate, he thinks the 
Philippines are not specially unhealthy for a tropical region. 


13. Dysenteric Diseases in the Philippines.—Out of over 
20,000 cases treated at the First Reserve Military Hospital at 
Manila, there were 1999 cases submitted for dysentery and 2186 
for diarrhea, a total of 4185 or over 21 per cent. of the total. 
About one-half of the cases of diarrhea were probably dysen- 
teric, making a total of 3000 cases, of 15 per cent. of total ad- 
missions. Dysentery is responsible for the highest mortality 
among the troops and is, moreover, a persistent disease occur- 
ring repeatedly after the first attack. It is generally traced 
to impure drinking water. Of the coincident affections he men- 
tions malaria, and also typhoid fever, pneumonia and tuber. 
culosis which appear in a small percentage. The amebie type 
of dysentery is the predominating one, occurring in a little 
over 60 per cent. of the cases of those that come to autopsy. 
and is responsible for more deaths than all the other types 
combined. Abscess of the liver has been found in about 16 per 
cent. and general peritonitis in about 25 per cent. due to per- 
foration of ulcer or rupture of the abscess. In addition to this 
there was general peritonitis in one case, without perforation 
of the bowel, the infeetion passing through the thin base of the 
ulcer in the cecum. In all eases of abscess active ameba were 
demonstrated both in the abscess contents and the contents of 
the large intestine. The question as to whether the ameba is 
of primary or secondary origin is discussed, and the author 
favors the view that it is the principal causative agent in at 
least one type of the disease. In several cases the bacillus of 
Shiga and Flexner has been found in cultures. He has not 
had much experience with the antidysenterie serum of Kita- 
sato, though its results are in Japan believed to be of value. 
He recognizes two distinct types in the Philippines, the amebic 
dysentery and the acute dysentery. in a number of which the 
this there were 
cases of subacute and chronic dysentery in which neither 
the amebe nor bacilli occurred, 


Shiga bacillus was found. In addition to 


method which he 
He has resorted to dilatation. and 


14. Uterine Fibroids.—Gage reports a 
has followed in 50 cases. 
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curettement in 5, with other measures to some extent, and he 
has operated by morcellation for submucous fibroids pro- 
jecting into the uterus in 15 eases, and while he has had no 
deaths he has had serious septic complications in several. In 
3 cases he has removed the tubes and ovaries with good results. 
In 2 he removed the uterus by the vaginal route, one following 
an unsuccessful curettement and the other for supposed carcino- 
matous degeneration. He would not choose the method for this 
purpose, but it is applicable for the removal only of small 
tumors and is not so satisfactory as the operation from above. 
He has performed abdominal hysterectomy 25 times with 3 
deaths; two of them he thinks were due to defects of technique, 
in lack of knowledge of any other source. His method of oper- 
ating is to cut the broad ligament between two clamps down 
to the attachment of the round ligament, divide the peri- 
toneum through the uterus from side to side at this level and 
strip it back keeping close to the uterus until he can feel the 
uterine arteries between the peritoneal folds, secure with silk 
ligatures and then amputate the cervix. He cauterizes the 
divided uterine canal, securing the ovarian arteries and vessels 
of the round ligaments and finally uniting the anterior and 
posterior layers of the peritoneum by continued sutures from 
one side of the pelvis to the other. The most important steps 
are, he thinks, the absolute control of all hemorrhage about 
the stump so that there should be no accumulation of clotted 
blood from the space between the stump and its new peritoneal 
covering and the treatment of the uterine canal. During the 
past he has tried, whenever possible, to leave at least one ovary, 
but confesses failing to observe any special advantage in the 
results. The operation with its progressively diminishing mor- 
tality and completeness is almost ideal when performed for the 
relief of symptoms definitely known to be due to fibroid. It 
would be ideal, but for the fact that it unsexes the patient, 
and this makes it objectionable in young women. As regards 
iyomectomy, the only great danger is from hemorrhage and 
the supposed difficulty of controlling bleeding from torn uterine 
muscles, simply a lack of technique, and every year is bringing 
additional testimony to the unsoundness of this objection. He 
performed myomectomy only six times, but with the very best 
results. It is especially applicable in cases of young women 
after it is made clear that the fibroid is steadily growing. 


10. Dysbasia Intermittens.——This condition, which con- 
sists in intermittent lameness following exercise, is described 
by Putnam, who reports a case, and confesses to feeling a little 
doubt as to the correctness of the generalization of Erb and 
Charcot that the condition is due to the fact that when the 
muscles are in use a very unusual supply of blood is needed, 
which can not be supplied on account of arterial defects, or 
that vascular cramp is induced. In his case a careful exam- 
ination of the patient’s arterial circulation in the involved 
foot was made before the treatment was begun, and afterward, 
and no special change of conditions noted. He is inclined to 
think that perhaps vascular spasm is the best explanation. The 
treatment employed by him was galvanism followed by far- 
adism following the indications laid down by Erb. After the 
bath treatment had been abandoned, the patients unuertook to 
give himself a kneading and massage of the calves of the legs, 
and improved. Possibly the influence of warm weather had 
something to do with the improvement. 


16. Causes of Infectious Diseases.—-Doty pleads for more 
careful research into the origin of any case of infection, and, 
if well marked cases can not be found, says we should look for 
mild or convalescent ones. The physicians should be more 
careful to disinfect everything that the patient had used or 
had. He is satisfied that the clothing of well persons and ear- 
goes of ships are rarely the means of transmitting disease, but 
the danger from mild, ambulant and convalescent cases which 
pass unnoticed should be recognized. 


17. Floating Kidney.—Morris describes the operation per- 
formed by him for the last two years, for which he does not 
claim anything excepting that it seems rational and has been 
up to the present time the most desirable in its results in his 
hands. In this operation a flap of capsule including the larger 
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part of the mesial surface of the kidney is incised with a 
scalpel and the flap of capsule then stripped up from the 
parenchyma but remaining attached at the convex border of 
the kidney. The flap of capsule is drawn through a slit in 
the psoas muscle or in the quadratus muscle, as one chooses, 
and is there sutured in place. This brings bare parenchyma 
also in contact with the psoas or quadratus fascia, where it 
forms a firm connective tissue attachment. The operation 
avoids the necessity for passing the suture through the paren- 
chyma of the kidney and he has had no reports of the recur: 
rence of the difliculty in his cases up to the present time. In 
his general remarks on floating kidney he maintains that this 
condition is so common that probably every practitioner has a 
number of patients under his care sutfering from this eause. 
The reason it is not more often clearly recognized at the autopsy 
is that the organ returns to its place and becomes fixed there 
by rigor mortis. In some instances the condition gives no 
trouble, in others there are distressing complications; in others 
still those of general enteroptosis. Cases for operation, ac 
cording to his view, are those which continue to produce im 
portant symptoms after the diagnosis has been well made and 
abdominal support and general medical treatment tried without 
effect. The method of examination practiced by him is that 
prescribed by Israel. A line is drawn parallel to the middle 
line of the abdomen, distant from the middle line of the abdo 
men as far as the point in the middle of Poupart’s ligament and 
extending to the costal border. In examining the right kidney 
the fingers of the right hand are placed on the upper extremity 
of this line, the left hand at the same time lifts the quadratus 
lumborum muscle. The fingers of the right hand are depressed 
more and more with each expiration of the patient until “he 
lower pole of the kidney can be felt or at least approximated. 
The patient is then asked to take a deep inspiration, when the 
kidney. if loose will slip out beneath the examiner's fingers 
very distinctly and can often be carried to a point below the 
navel. The loose kidney commonly falls into its normal posi 
tion with the patient in a recumbent position, but often is 
discovered at some other point in its line ef excursion. 


18. Scarlet Fever.——The subject of convulsions with searlet 
fever is discussed in connection with a case which is elaborately 
reported by Hayd. He summarizes his deductions from this 
case, in substance as follows: 1. Every case of scarlet fever is 
a law unto itself. 2. Convulsions may and do occur when least 
suspected. 3. The urine should be frequently examined, not 
only as to specific gravity and albumin, but urea calculations 
should be often made. 4. Mere specific gravity is not a suf- 
ficient indication as to the amount of urea eliminated, as vet it 
may be retained in poisonous quantities; moreover, a large 
quantity of water may be voided with fair specific gravity and 
yet convulsions occur. 5, Albumin need not be present,- or 
only a trace can be found, and yet convulsion oceurs, but it 
will be found perhaps in great amounts féllowing it. 6. Only 
the most digestible food and nourishment should be given, if 
possible such as produces little gastric and intestinal putre- 
faction, the best being milk, because the amount of toxalbu- 
mins and putrefactive residue is reduced to a minimum. 7. If 
milk can not be digested or will not be taken, no food should 
be administered for days by the stomach, but the patient be 
allowed an abundance of water and nourishment by nutrient 
enemata. If broths are borne, chicken broth made according 
to the directions of Dr. Pryor of New York, as found in his 
book, is a pleasant and nutritious food. 8. In any severe case 
of convulsion only a small amount of food by the stomach 
should be given at any one time, and frequent urea calculation 
should be made to see that the proper quantity of urea is 
eliminated, and if it is not increased after the ingestion of food, 
the food must be withheld or such be substituted as will not 
interfere with urea excretion. 9. If gastric irritability exists, 
give the stomach and bowels, rest, which also rests the kidneys 
and permits them to rehabilitate themselves either in function 
or to develop new renal secreting cells. Scarlatinal nephritis 
is a desquamative process and epithelial cells are no doubt often 
quickly formed. 10. The amount of urea passed in twenty- 
four hours differs in different individuals and it may be 
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roughly stated that an excretion of 10) gms, or 150 gr. of 
urea for a child 10 years old, weighing 60 pounds, will pro- 
tect her from convulsions. His patient is passing over 500 gr. 
every twenty-four hours. 11. Hypodermoclysis is a very val 
uable and safe method to introduce water into the system, and, 
with the proper precautions, as much as two or three pints 
mav be used without danger of severe abscess formation. Deci- 
normal salt solution should be used, first boiled, and the skin 
be thoroughly disinfected by washing with soap and brush, 
and again with a bichlorid solution—1 to 2000—and subse 
quently with alcohol. The needle and fountain syringe, with 
tubes, should be placed in boiling water and boiled for a few 
minutes to ensure perfect cleanliness. 12. Enteroclysis or 
the introduction into the bowels of a  namber of 
quarts or even gallons of water, with a temperature ranging 
from tepid water to 80 degrees, if much fever be present. 


should be employed once or twice during the twenty-four 


hours. 13. Strychnin and digitalin are the most valuable 
heart stimulants and brandy the best food and = diffusible 
stimulant. 


X-Ray Diagnosis.— The correct mechanical principles 
employed in securing the data on which the diagnosis of the 
Roentyen method is based, insures, according to Leonard, ab 
solute results when the technique of its employment is cor 
rectly understood and the data obtained by its use rightly in- 
terpreted. The advantages of the method are not only the 
recognition of the discase known to be existing, but multiple 
The 
exact line of fracture is determined and more correct informa 
tion is obtained without manipulation, saving the patient un 
necessary pain and causing no further traumatism to the tis. 


fractures are often shown where only one was suspected. 


stiles. This increased facility in diagnosis is not the limit of 
its usefulness, however, the accuracy of setting and efficiency 
of fixation apparatus or other methods of treatment can be 
demonstrated and the necessity of otherwise operative inter- 
ference can be diminished. The Roentgen method has created a 
higher standard by which the treatment of fractures may be 
iudged and practitioners can not be said to have employed all 
The 
-kiagraph has been admitted as evidence and suits for damages 
will undoubtedly be based upon its evidence. The safety of 
practitioners lies in its employment to prove that reduction and 
fixation have been accomplished or, if not, proof that he sug 
vested it to the patient and was refused its employment. It 
ean never, form a Which the amount of 
mamaiges is assessed, which will depend on functional disability 
ind Joss which the patient has sustained. 


the means and knowledge without the use of the x-ray. 


however, basis on 
Whenever the skia- 
vraph is introduced as evidence the defendant should demand 
the privilege of having a similar examination and should em 
ploy expert testimony to fully explain its meaning to the jury. 
One great advantage of the method is the possibility of estab- 
lishing an absolutely negative diagnosis, which is valuable in 
Many eases, 


20. Adenoids.-—The mischiet 
cording to Woodward: }, 
their effects on th 


due to adenoids consists, ac- 
in the excitation of aural disease; 2, 
patient's general health. He reviews the 
symptoms dependent on the condition, their development, and 
the accessory symptoms, including in the latter chorea, epilep 
tiform attacks. and deafmutism. As regards treatment. | 
thinks we should not wait for the retrogressive hyperplasia 


which occurs during adolescence, because, prior to this, serious 
damage may be done. The operation, he claims, is not neces 
sarily dangerous. and while hemorrhage 
Anesthesia is, he thinks. the greatest danger, 
the when he The on'y afte 
treatment required is cleanliness of th: wound, cod-liver oil, 
iron and fresh air. He also remarks on the condition of hyper 
trophy of the faucial tonsils and operates for their removal. 
tp to the present time he has not seen a patient in whom ton 
silotomy had been done who had not derived some benefit fron; 
the operation. 


is profuse it cease- 
pontaneously, 
avoids use of it 


ond he can. 


25. Carcinoma from Senile Warts.—-Broome reports two 
cases of carcinoma developing from senile warts, one of whieh 
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was treated by local measures which seemed to be so effective 
that he concluded the carcinoma was practically destroyed and 
closed the breach made by the carcinoma, by plastic operation. 
Union took place by first intention. The cosmetic effects were 
entirely satisfactory and there is no evidence of return, though 
only three months has elapsed. He discusses the etiology of 
these malignant growths, and suggests the probability of the 
parasitic nature of the growth, 


26. Suprapubie Cystotomy.— After giving the history ot 
the operation, Carpenter reports several cases and remarks in 
regard to the method. He says, bend, do not tie down the 
ponis when the bladder is distended. Cut down, not up, in 
opening the bladder in suprapubic cystotomy. Feel for the 
knot of the urachus, and cut below toward the neck. The peri 
toneum does not extend below this point. The danger ot 
over-distending the ulcerated, attenuated, sacculated bladder 
is mentioned and, if necessary, he advises to cut open the peri- 
joneum, having the incision repaired after the pathologie con 
dition has been removed. The operation should be done to re 
move caleuhi, foreign bodies, tumors, for stabs, gunshot wounds. 
rupture of bladder, drainage in the bladder, 
urine in stricture, ete. 


the passage of 
In stone cases the operation of elec 
For 
polypus, papilloma, removing hypertrophied lobes of prostate, 
foreign bodies, evc., for cure of peritoneal fistula, which can not 
he otherwise cured, the suprapubic is the best and most suecess 
ful method. 


tion is Bige ow’s, but the stone may be too hard to crush, 


One must not forget to keep in the mesial line and 
avoid veins in the prevesical space. It may be necessary — te 
divide, transversely, the thick fascia forming the linea alba 
close to the symphysis pubis, also to divide the reeti muscles 
transversely if the resistance Is so great as to interfere with 
ithe rest ef the operation. The bladder, after having been 
opened, is held by fixation fore ps, or sutured to the wound, as 
deemed best: one or two fingers in the rectum to open the 
posterior wall may be necessary. Hot water is the best agent 
in bladder When the bladder is healthy and the 


wound aseptic the bladder wall may be sutured and get pre. 


surgery. 


liminary union, but if it is diseased or engorged no attemp:! 
should be made to suture it. Drainage should be used if the 
case demands, and the patient kept scrupulously clean, 


20, Renal and Vesical Caleuli.—Harrison remarks that i! 
would be interesting to know if observations have been made 
as to whether the color of the urinary calculus apart from its 
chemical compesiton exercises any intluence on the shadow cast 
by the aray. It has occurred to him that if such were the 
case, it would be possible to bring this about artificially. In 
a recorded case he found that a white phosphatic stone was 
de ply stained blue by the patients having been treated pre 
viously with a course of methylene blue for cystitis, and he 
has seen other similar cases since and wondered whether differ 
ent degrecs of intensity in the radiegraph of oxalate of lime 
eden were explainable in this way. He suggests this as a 
The stone detected by radiography may permit 
of a delay in operating, without detriment, which is an ad 
vantage, 


practical point. 


35.—This articl: also appears elsewhere. See above. 


Autopsychorhythmia.—-This is the given by 
Hughes to a symptom of repetition of certain words and 
plrases, a sort of repetition psychoneurosis. He refers to a 
number of cases and compares it with the echolalia and othe 
symptoms. The form of insanity toward which this condition 
tends is. in his opinion, that in which imperative conception= 
predominate or have predominated in the initial stage. Its» 
pathologic lesion is evidently in the mind area of the brain 
cortex, not focalized exclusively in the speech area. It is a 
psychic and not a purely psychomotor involvement, 


19. Malthusianism.—Alexander discusses Malthusianism 
and its influence on civilization, maintaining that, on the whole, 
it has been a decidedly potent factor in the advancement of the 
race, notwithstanding the fact that Malthus underestimated 
the increase of subsistence resultant on the ultilization ot 
waste and over-estimated the human rate of increase. 
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37. Chromic Acid.—Shaw reports a case in which chromic 
acid was used for condylomata of the genitals, and produced 
decided toxic symptoms, nausea, rapid pulse, cold extremities, 
perspiration, etc. The dressings were immediately removed, 
but the conditions continued for thirty-six hours and then the 
patient gradually returned to her normal state. He finds little 
literature on the subject in text-books, though a similar case 
with more disastrous results was reported a few years ago by 
Dr. J. Wm. White, the strength of the solution in both eases 
being the same, 100 er. to the ounce. 

52.—See abstract in Tie JOURNAL of January 12. p. 126. 

53.—Ibid. 

54.—Ibid. 

56.—ITbid., p. 127. 

o7.—Ibid., p. 126. 

58.—Colostomy—Finlayvson argues for the benetits of col- 
ostomy, maintaining that it should never be performed without 
fully informing the patient as to the consequences, but also 
holding that it will relieve the conditions in hopeless cases, 
make life comfortable and even prolong it. In many non- 
malignant cases it may often make life endurable and cause 
embarrassment. He favers the opera 
The special point is that the diagnosis 


little inconvenience or 
tion on the left side. 

and prognosis must point unerringly to its necessity, and it 
should be performed as low down as possible so that the nutri 
tive proccsses may be nearly completed. The technique of the 
operation is not described. 


65. Electricity in Genito-Urinary Disease.-—Ihe disor 
ders in which Walling thinks electricity valuable are impotence, 
eatarrhal condition of Cowper's glands, spermatorrhea, enlarged 
prostate, varicocele, hydrocele, stricture, gonorrhea and syph- 
ilis. In cases of sexual weakness anesthetic areas receive the 
cathode and all irritable portions the anode whether the ecur- 
rent be galvanic or faradic, Sittings may ge given of fifteen 
minutes three times a week. In enlarged prostate he uses 
potassium iedid solution directly to the gland by the cathode. 
In hydrocele he claims electrolysis 


The 


to produce cataphoresis. 
prescnts a perfectly satisfactory method of treatment. 
technique of the different methods is given in detail. 


+6, Arthritis Deformans in Infancy.-—Moncorvo reports 
a case of a child 5 months old showing this condition, and 
notices the literature. He thinks there is no doubt as to the 
influence of heredity and rather favors the microbean theory of 
the condition. The symptoms are noted. The affected joints 
are mostly symmetrical and painful: acute and subacute con- 
ditions become attenuated and are followed by articular lesions 
which have a slow cours: or remain stationary. There is more 
or less marked anemia and he has also found a sensible diminu- 
tion of hematin, and reduction of hemoglobin which, aecord- 
ing to Bannantyne, reveals the action of the toxins developed 
by the bacilli. Symmetrical invasion of joints makcs a clear 
distinction from gout. In infantile polyarthritis the general 
character is benign and a happy termination is the rule, though 
in some cases it may last into adult life or old age. As regards 
treatment, iodotherapy and electrotherapy are the surest means 
to combat infantile polyarthritis deformans. 


78. Influenza.— Barnes compares the epidemic in St. Louis, 
in 1899 and 1900, with that of the present winter, which last 
he considers is causing more painful symptoms and more gen- 
eral complications. The most usual symptoms are general 
malaise, stabbing sensation in the region of the tonsils, with 
aching bones, and frontal headache. The other symptoms 
that may oceur are in some cases complete aphonia, present 
for several days, cough, hoarscness, frequently pain in the chest 
and abdominal muscles, and the tongue is white but not furred, 
the breath very offensive, but the marked odor of the body noted 
in the epidemic in the preceding winter is not present. The 
bowels in most cases are normal; the urine dark, fever slight, 
cervical glands not enlarged, ear symptoms in some cases quite 
severe, though not so general as last winter. The treatment is 


. 
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largely symptomatic; quinin in’ small doses, with kryotin to 
relieve the pain, heroin for the cough, in 1 12 gr. doses every 
three hours, with ammonia chlorid and pilocarpin, The usual 
cough remedies do not seem to be effective. Local treatment is 
of great value. As to prevention, he advises the patient to re 
main indoors atter dark, cat wholesome digestible food and 
dress properly, keep the bowels open, use but little liquor, and 
to secure plenty of rest and fresh air. 


Si. Hysterectomy.—Robinson reports the method he fol 
lows after porforming vaginal hysterectomy, which he thinks 
has its advantages, leaving the oviducts and ligaments i sifu 
and the utero-ovarian vascular cirele intact. The patients 
inake excellent and painless recoveries. The operation is per 
formed as follows: The cervix is seized by traction forceps and 
a circular incision through the vagina is made about the neck, 
after which the anterior and postertor uterine surfaces are 
freed, and the oviduets, ovaries and broad ligaments also freed 
from the abdomen if necessary. Then, with a strong pair of 
scissors, the uterus is split from the cervix to the fundus about 
one-half inch trom the lateral utcrine border toward the median 
line on each side. ‘The external uterine tissues of the lateral 
segments thus left in sifu are closed by bringing together the 
cut peritoneal edges with sutures about a half inch apart. 
These four or five sutures applied to the lateral uterine seg 
ment readily control the slight hemorrhage from the lateral! 
arteries of the utero ovarian vascular cirele. ‘The sutures are 
subsequently removed. The operation, therefore, consists in 
the removal of about two-thirds of the 
median portion of the uterus, including its cavity, leaving only 
one-eighth or one-fourth of the lateral border in situ on each 
The closer the myometrium is cut away from the endo 


three-quarters, or 


side. 
metrium the more and more is its hemorrhage of a capillary 
nature and more easy to control. The operation saves all the 
internal genital organs intact, excepting the central portion of 
the uterus, and by using silver wire for sutures may be done 
almost without pain or suppuration, 


Duncan remarks in regard to this con 
may be, whether chronic 
over mental 


89. Pruritus Ani. 
dition: that the cause, whatever it 
eczema, herpes, constipation, 
strain and worry which is a frequent cause, may have to all 
be looked after to relieve the symptom, and he mentions 
amongst the direct remedies to be used, local applications of 
hot water, carbolic acid. lotions, and one that he has never 
seen mentioned elsewhere, collodion. He says: separate as 
widely as possible the folds of the skin and mucous membrane 
This will relieve 


diabetes, worms, 


and then apply common collodion freely. 
for a time, all the itching. 


“1. Mistakes of the Physician.—-The mistakes here noted 
by Moots are those made by many of us in adopting the profes 
sion, mistakes in regard to personal disposition, pessimism. 
ete.. and he thinks, too, about one-half of the physicians pay 
too little attention to their dress and toilet and to the condition 
of their offices. Too many are practically loafers, many are toe 
hasty, and many violate good principles in obstetrics by too 
early resource to instruments. Other errors are Jack of care in 
examinations. and especially the lack of business methods 
Physicians should be charitable and have a brotherly feeling 
toward other physicians, 


93. The Doctor.—Kimmell’s paper, like the one preceding 
tells what the doctor should do. He should have sufficient 
mental caliber in the first place, and should be a more broadly 
educated man. should be industrious, cheerful, and of high 
principles. 

5.—See abstract in Tur JourNAL of January 5, p. 57. 


105. Morphinomania.—Ah born reports a case in which he 
treated the morphin habit by giving heroin, as it occurred to 
him that as a morphin derivative with a sedative and stimu 
lating action, it might be of some use. The patient being ac 
eustomed to the hypodermic method of using morphin, he put 
him on hydrochlorid of heroin, giving it in the form of 1/12 gr. 
tablets, allowing one of these for each 44 gr, of morphin he 
had been in the habit of taking. As he was consuming about 


. 36 
901 


12 gr. of morphin a day, this allowed him 2 gr. of heroin every 
twenty-four hours. Strychnin was also kept up and the patient 
treated for the relief of an existing urinary trouble. The pa- 
tient declared that he did not need morphin under this treat- 
ment: he slept better, and it was continued for about a month, 
when no craving for the drug being manifested, it was decided 
to cut down the dose gradually and it was reduced one-half 
without producing any unfortunate symptoms. The patient 
had recovered his spirits and had no drug craving whatever. 
(ne month later the amount was reduced to about .25 gr. a 
day, and, in the course of two weeks it was entirely withdrawn, 
the tonic treatment being pushed. It is now more than seven 
months since the patient was discharged and he has not re- 
turned to his old ways. The second and third cases were treated 
in the same way. The author claims that in these cases at 
least it has been a very valuable drug. He claims that the 
cases cited show that heroin will take the place of morphin 
without injurious effects, satisfies the craving and allows the 
withdrawal of the drug without the bad effects commonly ob- 
served. 


117. Ligation of Ureter.—Kibbe reviews the opinions of 
authorities in regard to ligation of one ureter, and finds that 
two general propositions may be deduced: 1. That life is pos- 
sible in man after ligation of one ureter. 2. Given a local 
disease of the distal portion of the ureter of considerable ex- 
tent, without infection in it or the kidney on the other side, 
where anastomosis is impossible, simple ligation rather than 
the severer operation of nephrectomy would seem worthy of 
consideration. 


127. X-Ray Burns.-— Florentine reviews the question of 
ray burns and the precautions which have been recommended. 
The grounded sereen is, he thinks, more or less effective, though 
not absolutely so, and he suggests the possibility of individual 
idiosynerasy as affecting the incidence of these accidents. He 
suggests that there is no known means of absolute protection, 
but he gives a list of those which have shown a tendency to 
help the situation: 1. Short exposures, which are perfectly 
satisfactory with our present approved apparatus and mate- 
rially reduce the danger. 2. Distance between the active tube 
and part to be exposed; at least eight inches with the improved 
apparatus is equally effective and adds sharpness and detail 
to the negative. 3. Always avoid exposing the part frequently 
unless the rays are used for their therapeutic results, then the 
tube should be regulated according to the best knowledge of the 
effect to be produced. 4. Where much density is to be over- 
come and exposure necessarily long, use the protective screen 
impervious to the dangerous rays. 5. The vacuum should be 
as high as required to give the best results with the shortest 
exposure. He also claims that injuries were more frequent im- 
mediately following the earlier use of the w-ray than now, and 
by using the precautions mentioned and with our improved 
apparatus these may be almost entirely eliminated. It makes 
no difference whether a Ruhmkortf coil, a Tesla coil, or a 
static machine is used, their improper use invites danger, 
There is a needless alarm among the laity and we should deal 
with our patients honestly and wage an active war against fake 
institutions, and quacks and characters that swindle. 


131.—This article has appeared elsewhere. See Tne Journal 
of February 9, title 30, p. 403. 
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The Heart-Index Interval in Aortic Regurgitation. 
PauL M. CuapmMan.—-The prolonged interval in aortie insuf- 
ficiency has been studied by Chapman, who accounts for it by 
the slow propagation of the pulse wave in these cases. In- 
creased arterial tension tends to obliterate this delay, while 
diminished arterial tension makes it more manifest. The hy- 
pertrophied heart also contracts more slowly, owing to the 
delay of propagation of the nervous impulses through the en- 
larged muscles; this he considers a new point noticed by him- 
self. He discusses the question at length, giving evidences for 
these conclusions, and believes that they are firmly established. 
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Effects of Muscular Exertion, Sudden and Prolonged, 
in Young Adolescents. W. Coriiier.—In attempting to as- 
certain the effects of severe muscular exertion, we have, Col- 
lier remarks, to study first the physiologic changes set up by 
moderate exertion. The effects of exercise on the two most im- 
portant organs, the heart and lungs, are first noticed. The 
first effect of exercise is to increase the force of the heart’s beat 
and cause an active congestion, which swells the pulmonary 
‘apillaries and diminishes the air space. As the muscular 
effort continues, it increases the amount of CO, that is thrown 
into the blood, stimulating the respiratory center of the brain; 
inspiration becomes deeper and more frequent and more air is 
thrown into the air cells, impeding the circulation in the pul- 
monary capillaries, and the heart beats more and more quickly, 
but each ventricular systole is less vigorous and we have pas- 
sive congestion of the lungs, which is a marked obstacle to the 
elimination of CO,. This can not be done beyond a certain 
point, as too much CO, in the blood brings about the cessation 
of all effort. We have here, therefore, physiologic emphysema. 
In athletes who have been through vears of athletic competi- 
tions, we often find the following signs of physiologic emphy- 
sema: 1. Absence of apex-beat either on inspection or palpa- 
tion, while at rest. 2. Absence of all superficial cardiac dul- 
ness on account of the large emphysematous lung covering the 
heart and separating it from the thoracic wall. 3. A hyper- 
resonant note above the clavicles and above the sternum. If 
the cause of this is repeated too often, or kept up too long, it 
is quite possible that it may become converted into a pathologic 
condition, leading in later life to the same consequences as we 
have from old-standing bronchitis and chronic asthma. An- 
other effect is to throw a great strain on the right side of the 
heart, since passive pulmonary congestion implies overdisten 
tion of the right ventricle. The author calls attention to a 
form of heart strain not uncommon among girls and young 
women, who do much running up and down stairs. It is gen- 
crally associated with a certain amount of anemia, and prob- 
ably due to atonie conditions of the heart muscle induced by 
impoverished blood. The most prominent symptom is breath- 
lessness on exertion and great frequency and tumultuous action 
of the heart. tirls about the ages of rapid growth with 
marked functional changes may have minor forms of dilatation 
of the right side of the heart, especially liable to oceur with 
overexertion. The effect of severe muscular exertion on the left 
side of the heart is to produce a physiologie hypertrophy, and 
if this is overdone there is danger in it. Insomnia is not an 
uncommon troublesome symptom with this form of physiologic 
hypertrophy. Collier advises that boys in schools should be 
examined before being allowed to take part in athletic exer- 
cises, and especially in the adolescent periods and when they 
are growing rapidly. Cases of severe and sudden breakdown 
in well-fed boys and college students are rare. The danger 
lies in the future, some twenty years or more after. He notes 
the prophylaxis, advising physical examinations of school boy~ 
and students, but says that the danger is less in this class 
than with the lower middle classes outside of publie schools. 
In concluding his paper he remarks on the physical standard of 
the army being too high. Many men are rejected on account 
of insufficient weight or chest measurement. A long, narrow 
chest may have equal lung capacity with the broad one, but 
the tape only measures the horizontal diameter; it takes no 
cognizance of the vertical. Intermittent albuminuria is men 
tioned, and Collier explains it on the ground of some defect 
in the walls of the blood-vessels of the kidney. The condition 
often gives rise to no special trouble, and the treatment for it 
seems to do very little good. 


Cases of Adult General Paralysis with Congenital Syph 
ilis. R. Percy Smirn.—The possibility of general paralysis 
in adults being due to the same cause as when it occurs in 
young persons, suffering from congenital syphilis is noticed by 
Smith. who reports two cases: 1. The full account of a pa- 
tient of Dr. Mott’s, mentioned by him in his Croonian lecture 
on degeneration of the neuron as possibly of this nature. 2. 
The othcr one was a personal observation of his own. In both 
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cases they were women of 28 and 24 years respectively. There 
Was no suspicion of acquired syphilis, but little doubt as to 
paternal. The paretic symptoms were characteristic. 


Wind Exposure and Phthisis. Caries A. Davirs._- 
The paper by Gordon, of Exeter, in which he attributed the 
great frequency of phthisis to wind exposure in certain English 
districts, is the text of Davies’ article. He gives the facts as 
regards the Isle of Man, showing that the conditions there do 
not bear out Gordon's views. In fact, if the wind theory is 
true, the regions in that island which give the least rate of 
phthisis should give the highest, and he can not tind any 
thing that supports the theory that strong winds are account 
able for the peculiar distribution of disease in the Isle of Man, 
whatever may be the cause elsewhere. Phthisis among women 
and children who shut themselves up in small cabins can not 
properly be attributed to wind exposure, though it is done to 
escape the inclemency of the winds; it is due to vitiated at- 
mosphere, 


Thyroid Extract as a Remedy, with Illustrative Cases. 
P. Blaikie Smiru.—The author reports several cases where 
thyroid extract was used for conditions other than myxedema 
with remarkably favorable results. One was a case of exten- 
sive carcinoma, in Which many of the nodules disappeared and 
there was a general temporary improvement. In other similar 
cases, however, the same treatment seemed to be ineffective. 
Another case was that of a child three vears old, suffering from 
edema and bullie, with constant relapses. The case proved re- 
fractory to all radical treatment, but thyroid extract in 1/5 
vr. doses two or three times a day, given as a last resort, was 
extremely effective. The third case was one of obesity asso- 
ciated with Bright's disease, in which the effects were perhaps 
less unusual, but were very striking. 


The Lancet, February 16. 


Remarks on Agglutination by Plague Blood. fh. Kirin. 
~Various observers have noticed that the blood of persons con 
valescent from plague possesses the power of agglutinating 
plague bacilli in cultures. Klein has investigated the case 
and finds certain difficulties. In the first place good emulsion 
is hard to make. The plague bacilli are naturally aggregated 
in cultures and a uniform distribution of micobes is not as easy 
to bring about as with some other organisms. He tried to 
make a workable emulsion from gelatin surface cultures, by 
distributing the gelatin growth in physiologic salt solution, 
and he finally succeeded. The emulsion in bouillon, as gener- 
ally used for other bacilli, is not applicable since it is not itself 
without effect in causing agglutination of plague bacilli. Ex- 
periments with the salt solution with the blood of rats that 
had been injected with Hatfkine’s prophylactic, and later with 
living plague cultures, showed a very marked agglutination in 
ten minutes, and control experiments with normal human blood 
and normal mouse’s blood showed no such effects. 


Deutsche Med. Wochenschrift (Leipsic), February 7 and 14. 

Bacteriology of Articular Rheumatism. F. Mreyer.—Two 
years of efforts to cultivate a micro-organism from the blood 
or joint effusion in cases of articular rheumatism resulted 
negatively. But when mucus taken from the tonsils was em- 
ployed no difficulty was experienced in cultivating a peculiar, 
delicate streptococcus which induced a seropurulent, usually 
sterile, joint affection in animals, not leading to sepsis. ‘The 
lesions showed a special affinity for the serous membranes and 
the endocardium. 


Bactericidal Power of Electric Light. H. Srreser.—-A 
series of tests and experiments is described which, the writer 
states, formed the first scientific demonstration that the bac- 
tericidal power of light is exclusively the property of the 
short-wave rays beyond the violet—the ultraviolet. He de- 
scribes an improved technique for radiotherapy, enhancing the 
bactericidal power of the light by using, instead of the ordinary 
carbon are-light, electrodes made of a combination of alumi- 
num, cadmium, zine and carbon, and cooling the compressorium 
with a stream of compressed air, determining the power of the 
light not by the visible appearance, but by its action on aristo 
paper. 
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Operating in the First Moments of Ether Inhalation. 
P. Suprck.—In about two hundred operations at Hamburg. 
the surgeon began his work after the first or second deep in 
halation of ether by the patient, without waiting for absolute 
narcosis. It was found that complete unconsciousness accom 
panies the first inhalations, if the patient’s attention is 
diverted from the operation, if the instruments are concealed. 
ete. Brief operations can thus be concluded with the minimum 
of ether, and before the patient reaches the stage of agitation 
Nuemmell has thus amputated a leg or arm in feeble, elderly 
persons, with no intimation on their part that they experi. 
enced pain. Occasionally the patients say that they feel the 
surgeon’s touch, but no pain. MHarless is quoted as saying 
that the ether “may reach the brain through the lamina 
cribrosa at the first whitfs, as a brief anesthesia with uncon 
sciousness is observed at this time, which is sufficient for a 
rapid operation.” During the extirpation of glands in the 
axilla the raised abducted arm showed no voluntary nor retlex 
tendency to adduction, which testifies to the effectiveness ot 
the insensibility induced by the tirst whiffs of ether. 


Operative Treatment of Pulmonary Tuberculosis. lI. 
SARFERT.—Experiences with 150 cadavers showed that the best 
route for surgical intervention on the lung is by resection of 
the second rib, detaching the pleura with the hand as one cuts 
the pages of a journal, freeing the lung without opening th 
pleura, and after locating the lesion by palpation, opening the 
cavity with the knife or thermo-cautery. No large vessel- 
are encountered and the operation is remarkably simple. It 
is indicated in case of a single large cavity, with the remainder 
of the lungs and the large bronchi very little, if any, affected. 
and no other organs involved. Sarfert thus operated on a 
woman of 40 and found the conditions exactly as favorable as 
in the cadaver. Solid adhesions were found after resection otf 
the second rib, and the loss of blood was remarkably slight, both 
in the wound in the blunt detached lung and in the newly 
formed layers of connective tissue on lung and pleura. The 
position and size of the cavity were readily ascertained and 
it was extensively opened. There was no asphyxia nor dyspnea. 
The large cavity communicated with a second smaller one: 
both were easily tamponed. The wide gap left between the 
apex of the lung and the thorax gradually closed by granula- 
tions. Neither the previous hectic fever nor hemoptysis re- 
curred. The wound had closed in three months to a granu- 
lating strip 3em. wide with a crater 3cm. deep. After two 
months of euphoria the patient succumbed to an attack of 
pneumonia in the lower lobe of the other lung. The autopsy 
showed that very few tubercular nodules were scattered over 
the lung that had been operated on: there were no evidences 
of the cavities. The apex had become transformed into tough 
connective tissue, but the remainder of the lung was air-tight 

Muenchener Med. Wochenschrift, January 29. 

Clitoris Crises in Tabes. G. Korster.—A case of this rare 
complication of tabes, of which Pitres has published three 
cases, is described at length. The clitoris crises correspond 
to gastric crises and also to the genital disturbances in men 
during the course of the affeetion. 


Influence of High Temperature on Milk. H. Conrapi. 
Heating milk above 80 C. produces a permanent chemical or 
physical change in its constitution beyond that usually recog: 
nized. The normal coagulating point of the milk by calcium 
and similar salts is diminished by 8 to 12 degrees, while the 
action of rennet is retarded. 


Prophylaxis of Venereal Diseases Among Students. 
W. Scnorrz.—The pamphlet warning against the dangers of 
venereal disease which is now distributed among the student- 
of Germany when they enter the universities, has already 
commenced to bear fruit, as Scholtz is able to prove by statis: 
tics from the clinies, ete. 

February 12. 

Tendon Transplantation in Case of Paralytic Deformi. 
ties. KE. Kunik.—The remarkable benefits to be derived from 
this tendon transplantation in cases of old paralytic deformi- 
ties ave extolled by Kunik, who states that the number of 
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actually hopeless cases is being gradually reduced. The ten- 
dons are lengthened, shortened or transplanted as indicated, 
but the operation is not undertaken so long as a trace of 
spontaneous improvement is apparent under massage, baths 
and electricity. When the condition has been stationary for 
six to twelve months or the deformity is rapidly increasing, 
the operation is indicated, 

Treatment of Perineuritis of the Sacral Plexus. \. 
GUTTENBERG.—-The prognosis of this affection is favorable even 
in elderly persons. General tonic treatment should be sup- 
plemented by local massage, the patient in the position allow- 
ing easiest access to the affected nerves. The massage should 
only last a few minutes and should be very gentle, stroking 
the thickened cords or nodules from the side toward the 
sacrum, slowly increasing the pressure. The limb is then 
repeatedly hypertiexed to stretch the sacral nerves and pro 
mote absorption. Neurasthenie conditions are benefited usually 
by wet cold packs, and gentle gymnastics and baths cure the 
muscular atrophy. In patients with a suspicion of thrombosis 
and in elderly persons digital massage is substituted by a 
rectal injection of a pint of tepid water retained for a tew 
minutes, and repeated twice a day. By these means improve 
ment is soon evident. The pains and other disturbances dis 
appear and with them the anemia and concomitant symptonis 
of irritation of the nervous system. Five cases are described; 
pains, weakness, trembling of the lower limbs, accompanied 
by anemia and a palpable “Rosenkranz” swelling or general 
thickening of the nerve were the most prominent symptoms. 


Wiener Klinische Rundschau, February 10. 


Thickening of Peripheral Nerves from a Cold. H. Pror-. 
case is described of palpable perineuritis in conse- 
quence of trauma and two others of peripheral neuritis due to 
rheumatic influences. In the latter the long saphenous nerve 
was palpably thickened. Reviewing similar cases in the litera: 
ture, Propper asserts that peripheral neuritis from a primary 
cause—catching cold—-is of frequent occurrence. The more 
exposed nerves, such as the facial, cervicobrachial, sciatic and 
erural nerves and the saphenous are especially sensitive. They 
ure sometimes thickened to twice their normal size. These 
swellings of the nerves from rheumatic influences may _ be 
either unilateral or bilateral. In a few cases the tendon re- 
flexes were exaggerated with these purely peripheral affections. 

Wiener Klin. Wochenschrift, February 14. 

Mechanical Treatment of Certain Varieties of Vertigo. 
\. Urpantscuirsen.—The dizziness that occurs when one 
whirls the body on the vertical axis can be overcome by prac- 
tice. In the same way one can become accustomed to the 
dizziness caused by swinging the head around, ete. For two 
years the writer has been applying this principle to the treat- 
ment of vertigo, with remarkable success. He describes two 
typical cases consecutive to an operation for the cure of caries 
of the temporal bone, in which the horizontal semicircular 
canal had probably been injured. In one the vertigo after ten 
weeks was still so intense that it was impossible for the patient 
to ascend stairs or to walk alone. Systematic exercises, swing- 
ing the head around, repeated several times a day, stopping 
when distinct dizziness appeared and waiting for it to subside 
improved the patient so much in two weeks that he was able 
to balance his one-wheeled, heavy scissors-grinding machine 
as before without trouble. 

St. Petersburg Med. Wochenschrift, January 26. 

Carcinoma Under Thirty two. W. Virruvurr.—Five pa 
tients between 28 and 32 years of age have been in Vierhuff's 
charge during the last few years, all with carcinoma of the 
stomach or intestines. The first and most constant symptom 
was good appetite with repugnance to food. At every attempt 
to eat nausea and discomfort in the stomach were experienced. 
Weakness and emaciation were frequently noted before the 
yastric contents showed abnormal conditions. Intermittent 


lever was also observed, appearing with symptoms simulating 
malaria. WKusick and Treyman have each observed three cases 
of malignant neoplasms. In the latter’s cases the age was 
hetween 26 and 2%, and all were located at the portio, In 
-pite of apparently favorable conditions the cases terminated 
fatally in one to nine months to two and one-half vears. Three 
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cases of carcinoma of the rectum in still vounger girls were 
also rapidly fatal. 
Vratch (St. Petersburg), XXI, 48, 51 and 52, 1900. 
Massage-Plaster Open Splint for Fractures. PILeTzky. 
The plaster splint used by Piletzky for simple fractures is 


made of a bag of gauze filled with plaster mixed with carded. 


flax. An opening is left over the region of the fracture and 
through it the spot is massaged, commencing the very first 
day. After eight to twelve days the splint is removed fo: 
massage of the entire limb and passive movements. At the 
end of two weeks active movements are commenced. The 
inassage is done twice a day for ten to fifteen minutes. Nine 
cases are described, demonstrating the exceptionally rapid 
recovery, the patients walking in twelve to thirty-three days 
after fracture of a bone in the leg and in twenty to twenty 
seven days after fracture of the femur. 

Semana Medica (Buenos Ayres), December 20. 
Sodium Hyposulphite in Bubonic Plague. J. Penna. 
SIX patients severely ill with bubonic plague were treated by 
subcutaneous injections, in the vicinity of the infarcts, ot 
i gm. of sodium hyposulphite to the cubie centimeter, every 
three hours. The bubo became gangrenous in two cases, one 
of them fatal. The remainder recovered.  Penna’s previous 
experiences With this treatment in twenty cases were described 

in THe JourNaL of January 19, p. 220. 
Bulletin de l’'Acad. de Med. (Paris), January 29 and February 5. 

Sterilization of Cocain. Recits.—One gram of cocain 
hvdrochlorate in 100 grams of distilled water is distributed in 
small vials which are plugged with cotton and placed in a 
water-bath. The temperature is gradually raised to 100 C. and 
the boiling continued for half an hour. This method has 
proved more satisfactory than that of Tvndall’s in three years’ 
experience. The cocain remains intact and = retains all it- 
properties, the light-rotating power is not altered nor is the 
anesthetic action modified, 

February 5. 

Glycosuria and Diabetes of Dyspeptic Origin. A. Rosin 
—These conditions are frequently misunderstood and erron 
eously treated. Dyspeptic glycosuria is charactcrized by tem 
porary, irregular, comparatively insignificant glycosuria during 
digestion only. It is trequently accompanied by transient al 
buminuria and always by an exaggeration of the general nu 
tritive interchanges. nitrogenous and nervous. This glyco 
suria is noted in dyspeptics with a good or even an exaggerated 
appetite, with the stomach distended, with hyperchlorhydria. 
and the liver large and more or less tender. Accessory symp 
toms dependent on the primary cause are neurasthenia, vertigo 
phosphatic, milky urine, dermatoses, cardiac phenomena and 
profuse sweats. It may develop into actual diabetes, but yields 
usually to suitable treatment of the hypersthenic dyspepsia. 
It is probably due to two causes: The exaggerated retlex ex 
citation of the duodi num, ete.. by the passage of a hyperacid 
chyme, stimulating the biliary function by reflex action, and 
the direct excitation of the liver cells by the elaborated o1 
transformed glycogen. Dyspeptic glycosuria thus differs com 
pletely from the alimentary variety and from latent diabete- 
It is the result of excitation while the others are the result of 
insufficiency. But the frequently repeated excitation may 
time lead to genuine diabetes—that is, continuous excitation. 
Dyspepsia may be the prime cause in many cases of diabetes. 
and this explains the gravity of dyspepsia in a diabetic. The 
treatment is merely that of ordinary hypersthenic dyspepsia. 
In mild cases sedative medication is sufficient; in others, an ex 
clusive milk diet may be required. If the glycosuria persists. 
the functional activity of the liver must be modified with anti 
pyrin combined with sodium bicarbonate, or sodium arseniate 
and potassium arsenite, or lithium carbonate, codein, opium. 
belladonna, valerian, ete. One or two doses of 50 to 75 eg. ot 
antipyrin combined with 50 eg. of sodium bicarbonate or the 
judicious use of sodium arseniate are usually sufficient. In 
case of dyspeptic diabetes or considerable glycosuria, the ae 
tivity of the liver must be reduced at once, and the following 
three-day course of treatment instituted: First, the diabetic 
regime, suppressing all raw and acid foods. One and one-half 
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hours before breakfast and dinner a powder of 50 eg. to 1 gyn. 
of antipyrin and 50 to 75 eg. of sodium bicarbonate in seltze 
water should be taken and during meals no beverage but Vici: 
water from the the Lardy spring. After meals one of twelve 
powders containing 4 gm. each of calcined magnesia and sodium 
bicarbonate mixed with 6 gm. of prepared chalk should be 
viven, 
ing, constriction or dragging-down are felt in the epigastrium 


If gastric crises or pyrosis occur, or sensations of burn 


in the intervals between meals. one of ten powders should be 
taken containing 15 om. of calcined magnesia, 7 gm. of bismuth: 
subnitrate, 7 gm. of preparcd chalk, 5 cg. of codein and 10 gin 
of sodium bicarbonate. As soon as the sugar disappears from 
the urine, this medication can be suspended and treatment ad 
dressed solely to the hyperasthenic dyspepsia be inaugurated, 
commencing with a strict milk diet. If the sugar reappears 
in large amounts the antipvrin treatment must be resumed 
but if it is minimal, 15 eg. of lithium carbonate are usually 
suflicient, taken before breakfast and at night, dissolved in) 
-poontul of water, to which is added a tablespoonful of a mix 
ture of 5 cg. sodium ayseniate in 3800 om. of distilied water. It 
the irritating action of the arsenic is feared, rectal injection of 
» «ce, of a mixture of 8 em. of Fowler's solution in 92 gm. of 
dlistilled water may be substituted. In old-established cases 
the treatment of the diabetes and of the dyspepsia should al 
iernate as the symptoms of each predominate. Starches and 
sugar should be avoided. 

Bulletin de la Soc. des Hop. (Paris). January 24 and 31. 
Cellular Elements in Pathologic Cerebrospinal Fluid. 
(ommunications from Widal, Sieard, Monod and others an 
nounce ‘hat the cerebrospinal thuid contains ccllular elements, 
ivmphoeytes predominating, in chronic affections in which th 
meninges are involved, and this is especially noticeable in tuber 
culay meningitis, tabes, gencral paralysis and meningomye 
litis. This symptom, indicating an alteration in the arachno 
pila mater, may in certain cases clear up the diagnosis between a 
central and a peripheral lesion, or contirm a dubious diagnosis 
of tabes or general paralysis. The cellular elements were not 
found in any of the cases of hemiplegia or peripheral neuritis 
examined, nor in alcoholics nor hysterics. In acute processes 
such as cerebrospinal meningitis, polynuclear elements predom 
inated, indicating more extrem: 
phoeytosis and the causal meningitis have been observed in 11 


processes of defense. Lym 


cases of general paralysis and 7 of tabes, none negative. Men 
ingitis had been noted previously in I] cases of paralysis and 
tabes, but the thuid was not examined. 


Presse Medicale (Paris), February 2. 
Hygiene of the Ear. Lenmoyrez.—Among the other meas 
ures recommended are mentholized olive-oil, 1 to 50, which i- 
stated to be specific for eoryza in children. It sterilizes and 
venders the nasal passages permeable, with no possible dange) 
to the ear as from other substances, The child lies on his 
back and a few drops of the oil are instilled from a syringe o1 
Intense nervous deafness may be 
The hearing 


dropper three times a day. 
caused by retlex action of worms in the intestines. 
is also liable to suffer, Lermoyez adds, from prolonged mental 
exertion in the quiet of the study. The ear hears, but it is the 
brain that listens. and if the latter is overworked. the hearing 
~ulfers. 

To Banish the Bacilli from the Mouth and Throat After 
Diphtheria. Marritvr.——The conclusions of the writer's tests 
are that peroxid of hydrogen and ammenium carbonate are 
elective gargles for eradicating lurking bacilli after diphtheria 
Ammonium e¢arbonate has the advantage of dissolvine the 
mucous secretions and thus allowing the disinfectant access to 
the bacteria. Maether recommends a combination of the two. 
vargling tirst with a | per cent. solution of ammonium cai 
bonate and then with a 10 per cent. solution of commercial 
peroxid of hydrogen. If bacilli still lurk in the deep crevice- 
of the tonsils, they must be mechanically dislodged with a fine 
sound. 

Revue de Chirurgie (Paris). February. 

Ligature of the Abdominal Aorta. P. Tinnaux anp P. 

abdominal aorta has been ligated thirteen 
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cases, With a mortality or per cent, according to the litera 


ture. Experiments in this line on animals were reported as 
early as 1667, and have been numerous during the last century. 
lhey prove that ligature of the abdominal aorta is not neces- 
sarily fatal, except perhaps in the rabbit. It is followed by 
anemia and paralysis in the hind legs. but not by gangrene no 
permanent paraplegia, In man, the gravity of obliteration ot 
the aorta varies with the cause and extent. 
when congenital: but may prove rapidly fatal when of embolic 


It is unsuspected 
origin. Consecutive gangrene and paralytic phenomena have 
been observed, the latter ranging from intermittent limping- 

claudication—to complete paraplegia. In every case of gan 
vrene or persisting paralysis, the obliteration was not re 
stricted to the aorta. In TL of the 15 clinteal cases the aerta 
was ligated on account of non-sacculated aneurysm, and twice 
account of hemorrhage. In 7 the ligature was applied 
through peritoneum, in 6 by the retro-peritoneal route. Gan- 
the symptoms of cere 


~ 


serene did net occur in any of the cases: 
bral congestion noted were rare and insignificant and the 
paralytic phenomena were inconstant., variable and transient. 
None of the deaths were directly attributable to the operation. 
Indications for ligature of the abdominal aorta are extremely 
rare, but study of the cases on record shows that the surgeon 
need not hesitate when he encounters the indications, as the ob- 
‘it-ration of a sound aorta entails merely slight transient dis- 
turbances in the cireulation, incapable of compromising the 
vitality of the lower limbs, and transient paraplegie disturb- 
ances. The details of all the cases are given, continued through 


-everal numbers of the Rerue, 


Study of Osteomailacia. Gayrr any L. M. Bonner. 

the conelusions of this comprehensive studs of osteomalacia 
are that the affection is due to a disturbance in the nutrition 
of the bones, consisting in an insuflicient supply of lime salts 
and Jeading to the softening of the skeleton. This disturbance 
in nutrition may be local or general. Local osteomalacia is 
observed after traumatisms, infections of the bones and alse 
in certain nervous affections. The lesions are of the same 
character in the local and in the general forms, but with vari 
ations not explainable by the apparent etiology, the clinica! 
variety nor the extent of the generalization of the affection 
There is nothing specific in the pathogenesis, but there are 
predisposing causes in age, sex, climate, ete. The actual de 
termining cause is still obscure: but the facts that have been 
observed point to disturbances in the nervous system as the 


chief factor. 


Protection of Raw Surfaces in Laparotomies. 
AND JUDET.—NSinece 1895, Quenu has made a practice of covermey 
with serous membrane all the raw surfaces left after a laparo 
By this means normal conditions are re-established and 
In case of vegetating cvsts of the 


tomy. 
exudation is prevented. 
ovaries the entire pelvic cavity is made extraperitoneal 
suturing the vesical peritoneum to the sigmoid loop and = the 
peritoneum over the promontory. The method is particular) 
advantageous in case of salpingitis. supplemented by abdomina 
Traction on the organs brought tovethe 
The patients con 


drainage if necessary. 
by the suture must be carefully avoided. 
plain less of colic, and drainage can be discontinued in two t 
four days. Miecturition and defeeation have never been affected 
Only 5 deaths have occurred in Quenu’s last 129 operations for 
salpingitis, and they include one case of tubereular peritonitis 
3 from extension of the preceding pelvi-peritonitis. one fron 
veneralization of tubercular peritonitis and one from cachexia 
due to a renal complication. Tardy digestive disturbances and 
abdominal pains are less frequent than in the past, which testi 
ties to more perfect intestinal functioning and the absence of 
adhesions. Post-operative occlusion of the intestines oceurred 
in only one case, in which cure was easily effected by a second 
ary operation. The writer concludes that with peritonization 
recoveries are not only more frequent but they are more per 
fect and permanent. 

Surgical Complications of Typhoid Fever. EK. Lorson.— 
in the personal case described, the small intestine became per 
forated on the sixteenth day of typhoid fever, the patient being 
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a young soldier. Loison operated fifteen hours later and the 
patient recovered. Keen's statistics gave the proportion of re- 
coveries after surgical intervention on account of typhoid per- 
foration as 19.3 per cent.; Platt, 20.3 per cent.; Mauger in 
1900, 23.3 per cent., and Loison has now collected 16 success- 
fully operated cases with 74 failures, a proportion of 21.6 per 
cent. The best results have been attained during the first 
twenty-four hours after perforation or commencement of the 
peritonitis, but the condition of the patient is the best guide. 
Subsidence of the primal peritoneal shock must be awaited. In 
the 16 suecessful cases, operation was made between the sixth 
and twelfth hour in 6; between the twelfth and twenty-fourth 
in 4, at the twenty-sixth in 1 and at the sixtieth hour in an- 
other. In Legueu’s case a large perforation was found near 
the ileo-cecal valve. The tissues were too friable for suturing 
and the place was patched with a graft of omentum. The per- 
foration occurred on the twentieth day and the operation was 
performed six hours later. The patient, a youth of 15, recov- 
ered with a stereoral fistula which healed spontaneously in 
three weeks. Loison prefers a median incision as more con- 
venient for locating the perforation. If in the small intes- 
tine, it is usually near the ileo-cecal valve. Transverse suture 
is preferable to longitudinal, judging from the results published. 
If the intestine is very friable it can possibly be sutured to the 
abdominal wound. Tota] resection of the loop may sometimes 
be necessary, but the bad results after extensive resection dis- 
courage further attempts in this line. There are only five cases 
on record in which death occurred in consequence of new per: 
forations after the operation. 


Semaine Medicale (Paris), January 30. 


The Adequate-Dosage Method Applied to Various Ner. 
vous Affections. pe LA Tourerre.—THE JouRNAL de- 
scribed the details of this method of administering the bromids 
in epilepsy, Oct. 27, 1900, p. 1120. The results obtained with 
it have surpassed the most sanguine expectations and the prin- 
ciple is now being applied to other diseases. The method is 
based on the determination of the actual individual tolerance 
in each patient, by watching for certain physical signs and 
symptoms, peculiar to each drug, indicating the approach of in- 
tolerance. The individual adequate dose thus established is 
maintained for a length of time sufficient to completely abolis!: 
the cortico-motor hyperexcitability of the brain in epilepsy, and 
with it all tendency to seizures. The three-week period plan 
is followed, inereasing by 1 gm. a week until the proper dose is 
ascertained, then maintaining it at this point in three-week 
periods, as for instance: 3, 4, 5: 3, 4, 5; 3, 4, 5 gm. and so on. 
It is then gradually diminished to final suppression. In this 
point there is a slight modification of the original method as 
first published. Other nervous diseases successfully treated 
in this way have been severe, associated forms of ‘migraine, 
Meniére’s vertigo, grippal neuralgia and tic-douloureux. The 
results emphasize the exceptional benefits to be derived from 
this “proper-dose method.” In a typical case of ophthalmo- 
plegie migraine in a man of 35, for example, the paroxysms re- 
curring frequently, sometimes every week and lasting three 
or four days, there has been no recurrence since a course of 
treatment last September. The adequate dose of bromid in 
this case was found to be 7, 8 and 9: 7, 8, and 9 gm., determined 
by the pupil sign and general manifestations at the close of the 
first third week. The complete course for this severe migraine 
requires about eight to twelve months. Quinin is the specific 
in Menidre’s disease. 


Centralblatt f. Chirurgie (Leipsic), February 2 and 9. 


Direct Suture of the Resected Ureter. A\. V. GuBanorr. 
In an operation which required resection of 3 cm. of the ureter, 
the ends were sutured together at once, a small slit downward 
from the top in the peripheral end allowing it to be fitted over 
the central end. A stitch at the back and at each side held the 
parts in position and the slit was sutured as the final step. 
The patient died thirty-one days later from amyloid degenera- 
tion. The ureter was found practically normal with searcely a 
trace of the defect and invagination. Absorbable suture ma- 
terial was used, and the stitches were taken lengthwise. 


QUERIES AND MINOR NOTES. 


Jour. A. M. A. 


February 9. 

Treatment of Injury of the Internal Soft Parts of the 
Knee. ©. LAvVENSTEIN.—The writer has found that recovery 
was more prompt and satisfactory when the extravasated blood 
was evacuated by puncture, followed by immobilization of the 
joint for a few weeks. He has found it possible to determine 
the existence of rupture of the capsular ligament by inserting 
a bougie through the puncture-opening. 


Muscular Transplantation for Contraction of Knee. . 
Bruns.—In three cases of recurrent contraction of the knee 
after an old, healed infection, Bruns transplanted the tendon 
of the biceps into the tendon of the quadriceps. The results 
have been very satisfactory, the contraction and pain are com- 
pletely abolished and the patients regain normal use of the 
limb. In one the contraction was consecutive to gonorrheal 
gonitis, the patient 24 vears of age; in another to fungus of 
the knee in a boy, and in a third, a woman who had been con- 
fined to her bed for years on account of the extreme painful con- 
traction of both knees from articular rheumatism. This patient 
has not been allowed to get up yet, but the knees are now 
normal. 


Queries and Wlinor Motes. 


PHYSICIANS AND THE AUTOMOBILE. 
Leap, 8S. D., Feb. 22, 1901. 
Yo the Editor:—In considering the purchase of an automobile, 
will you advise me which one or make is most practicable for a 
physician's use? Is an electric vehicle better than one of gasoline 
power ? H. 8. J. 
Ans.--We are unable to advise our correspondent. While the 
electric automobile seems to us to be too limited in its radius of 
action for general country practice, it has many advocates, but 
the gasoline motor seems to be the most popular at the present 
time. The question of automobiles is an important one and THE 
JOURNAL will be glad to hear from its correspondents in regard to 
the matter, especially from those who have had experience in their 
use. Many are now using the automobile instead of the horse, 
and it would be interesting to those who are thinking of adopting 
this mode of conveyance if physicians now using them would give 
their experience for publication in these columns. 


LABORATORY INOCULATION. 
Iowa Crry, Iowa, Feb. 14, 1901. 
To the Editor:—-Will you inform me whether there have oc- 
curred, to your knowledge, any cases of accidental inoculation with 
diphtheria in the laboratory while working with cultures, and 
references 7? L. F. G. 
Ans.— Yes, such accidents have occurred, and dangerous at- 
tacks of diphtheria have been the result. Fortunately they are 
rare and appear to depend on purely accidental conditions. We 
can not give definite references. 
MALARIA DATA 
YoakuM, Texas, Feb. 18, 1901 
Yo the Editor:—In Tuw JourNnat of the 9th, 1 note reference to 
a paper by Wells on malaria, also by Edwards, Preble and Favill, 
and will be very much obliged if you will give me the name and 
address of the publishers of each of the papers. Ww. 8. 
Ans.—The articles were published in the Chicago Medical Re- 
corder for January. Address Medical Recorder Publishing Co., Pull- 
man Bldg., Chicago. 
PRACTICE IN ILLINOIS. 
COLUMBIA, Mo., Feb. 18, 1901. 
To the ERditor:—-What is the law governing practitioners in 
Illinois’ If one holding a diploma has to go before the state 
board, give address of one of the members. 
Ans.—This question was answered in THe JounNAL of February 
16, to which the correspondent is referred. The secretary of the 
State Board of Health is Dr. J. A. Egan, Springfield, I)). 


PRACTICE IN KENTUCKY. 
KANSAS Crry, Mo., Feb. 26, 1901. 
Yo the Editor:—Kindly give the requirements of the State Board 
of Health of Kentucky regulating the practice of medicine in that 
state, also name and address of secretary of the board. k. J. 8. 
Ans.—A diploma from a reputable medical college, endorsed as 
such by the State Board of Health; registration with the county 


clerk after receiving certificates from the board is essential. Dr. 
J. N. MeCormack, Bowling Green, Ky., is secretary of the State 
Board of Health. 
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Books Received. 


Ackuowledgment of all books received will be made in this col- 
inh, and this will be deemed by us a full equivalent to those send- 
ing them. <A selection from these volumes will be made for review, 
as dictated by their merits, or in the interests of our readers, 

SYPHILIS OF CHILDREN IN) EVERY-DAY PRACTICE. By George 


‘arpenter M.D., Lond., Physician to the oe Hospital for Sick 
hildten, London loth. rp: i130, Price, New York: 
Vm. Wood & Co. 


OBSTETRIC AND GYNECOLOGIC TEACHING. By Edward VL. Davis, 

of Obstetrics in the Jefferson Medical Co! 
lage, Philadeiphia.  Tllustrated. Pp. 402. Price, $1.75 hila- 
delphia and London: W. B. Saunders & Co. 1901. 

N INTRODUCTION TO PuYStoLocy, By William T. Porter, M.D.. 
Associate Professor of Physiology in the Harvard Medical School. 
Cloth. a _ Price, $2.50. Cambridge, Mass.: The University 
Press. 19 

THE or ANCIENT GYNECOLOGY. W. J. Stewart Me- 
Kay, M.D., M.Ch., B.Sc., Senior Surgeon to the Lewisham Hospital 
for Women and Children, Sydney. Cloth. Pp. 302. Price, $3.00. 
New York: Wm. Wood & Co. 1901. 

TRANSACTIONS OF THE LUZERNE COUNTY MEDICAL SocreTy For 
the Year Ending Dee. 31, 1900. Volume viii. Paper. Dp. 220. 
Wilkes-Barre, Pa.: B. Y “o. 1900 

INTERNATIONAL Cuinics. A Quarterly of Clinical Lectures a 
Especially Prepared Articles on Medicine, Neurology, Surget 
Therapeutics, Obstetrics, Pediatrics, Pathology. Dermatology, Dis. 
eases of the Eye, Ear, Nose and Throat, and Other Topics of In- 
terest to Students and Practitioners. sy Leading Members of the 
Medical Profession Throughout the World. Edited by Henry W. 
Cattell, A.M., M.D., John B. M.D., Chicago : 
Alexander ID. Blackader, M.D., Montreal ; H. C. Wood, M. D., oo 
delphia: T. M. Rotch, M.D.. Boston: | E. ndolt, 
Thomas G. Morton, M. D., Philadelphia Charles Reed, M. 
W. Ballantyne, M.D., Edinburgh : John Harold, 
M.D., London. With Regular Correspondents in Montreal London, 
Paris, Leipsic and Vienna. Volume iv. nth Series. 1901.2 Cloth. 
Pp. 312. Price, $2.00. Philadelphia J. Lippineott Co. 1901. 

THe ReTRoOSPECT OF MEDICINE. A Half- Yearly Journal Containing 
a Retrospective View of Every Discovery and Practical Improve- 
ment in the Medical Sciences. Edited by James Braithwaite, M.D., 

sond., Consulting Obstetric Physician and Surgeon to the Leeds 
Genet “al Infirmary, and FE. F. Trevelyan, M.D., Lond., B.Se., M.R.C.P. 
Assistant Physic ‘ian to the Leeds Genaral ree rmary. Volume 122. 
July- December, 1900. Issued January, 1901. Cloth. Pp. 442. 
Price, $1.50. London: Simpkin, Marshall, aedionn, Kent & Co., 
Ltd. ‘dinburgh : Oliver & Boyd. Dublin : lodges, Figgis & Co.. 
and Fannin & Co. Leeds: W. Brierley 

A SYSTEM OF PRACTICAL TunaAPEUTICS. Edited by Hobart 
Amory Hare, M.D., Professor of kin 4 ee and Materia Medica 
in Jefferson Medical College, Philadelphia. Second Edition, Re- 
vised and Largely Rewritten. Vol. 1. General bani yeutie Con 
siderations—Prescription-Writing—Remedial Measures Other Than 
Drugs—Preventive Medicine—Diathetic Diseases and Diseases of 
Nutrition. With Illustrations. Cloth. Pp. 856. Price, $5.00 net. 
Philadelphia and New York: Lea Brothers & Co. 1901. 

EPORT OF THE forage ON THE PROTECTION OF gh 
AMERICAN Brrps for the year 1900. By Witmer Stone: and 
sults of Special Protectionfto Gulls and Terns Obtained Through 
the Thayer Fund. By William Dutcher. Paper. Pp. 104. Ex 
tracted from “The Auk,” January, 1901. 

Fiern ReEporRT OF THE COLORADO State Board or HEALTH. Cov 
ering the Period from ei _ 1894, to Nov. 15, 1900. G. F 

loth. 


Tyler, M.D., Denver, Colo Pp. 225. Denver, Colo.: Smith 
Printing 1900 
Urertne Tumors: Their Pathology and Treatment. By Ww 
Roger Williams, Fellow = Royal College of Cloth 
Pp. 359. Price $3.00 net. New York: William Wood & Co. 1901. 
THE JOHNS HosprraL REPORTS. Vol. *aper. Pp. 


297. Baltimore, Md.: The Johns Hopkins Press. 190 

TRANSACTIONS OF TITE MISSISSIPPI VALLEY 
TION. Twenty-sixth Annual Session held at Asheville, N. Oct 
9, 10 and 11, 1900. Vol. ii. Cloth. Pp. 475. Printed nt the 
Association. 1900. 

DISEASES OF THE ANUS AND Rectum. By D. H. Goodsall, F.R.C.S 
(Eng.), Senior Surgeon (late house surgeon) to St. Mark’s Hospital 
for Fistula and Other Diseases of the Rectum, and W. Ernest Miles. 
F.R.C.S. (Eng.), Surgeon (out-patients) to the Gordon Hospital 
for Diseases of the Rectum. In two Parts (illustrated). ci. 
Cloth. Pp. 311. Price, $2. 4 London, New York and Bombay: 
Longmans, Green & Co. If 

ANNUAL REPorRT THE BoarpD OF MANAGERS OF THE 
SPRINGFIELD STATE HosprraL Or THE STATE OF MARYLAND, Sykes- 
ville. Md. To His Excellency the Governor of Maryland. October 
1, 1900. oe Pp. 388. Raltimore: Sun Book and Job Printing 
Office. 1901. 

REPORT or THE Coxrisston of Epreatrion for the Year 1898-99. 
Vol. 2. Cloth. Pp. 1269 Washington: Government Printing 
Office, 1900. 


New Patents. 
Patents of February 5 and 12 of interest to physicians: 
Massage device. August Andreae, Frankfort-on-the- 
Germar 


aiicetiactuetate acetic acid. Johann Behrens, Bremen, 


Druggists’ label case or cabinet. Wm. W. Billingslea, 


ai Vaporizer. Frank P. Boland, Providence, R. I. 

CAT 401 Atomizer. Oram H. Brigham. Chatsworth, III. 

667.621 Obstetrical device. Hannah C. Fleming, Falls City, 
Neh 


Capsuling machine. Eli D. Harrington, Westfield, 


667.447. Bust developer. Harry L. Miller, Chicago, II. 

Foot-rest for invalid-beds. Ellen F. Stetson, Boston, 


Apparetus for perfuming or fumigating rooms. John 
Ww tahoe, Exeter, England. 


BOOKS RECEIVED. G97 


Respiratory mask or helmet. Charles Hl. Wood, Tren 


w 


34,02 Design; box for hypodermic 
Dickinson, Bayoune, N 
34,042. Design 
667,759.  Nitre 
David Bachrach, 
OOT SOD. 


needles Fairleigh S 


bed pan. Daniel Hogan, New York, N. 

reellulose, or similar substance, and making same 
Baltimore, Md. 

Surg ical chair. Charles F. Davidson, Canton, Ohio 

Splint. Revra De Puy, Warsaw, 

67,8 Respirator. Samuel Guthrie, San Franciseo, Cal 
O67, 726, Charles W. McDade, Faribault, Minn 
OBS.055. Yisinfecting and fumigating appar: 

Semmes, Meridian, Miss. 
vaporizer. Charles B. Tefft, Utica, N. Y. 

strand- supporting ecard for fumigators Joh 

W. Castle, Leominster, Mass 
Copies of above patents may be obtained for 10 cents each by 

addressing John A. Saul, Solicitor of Patents, Fendall Building 

Washington, ©. 


67.840. 


Change of Address. 


J. Price, Medical Coilege, Memphis, Tenn., 
Nina D. Polson, 676 Jackson Blvd., 
Chicago, Il. 
Rattan, Antioch, Cal., to tg Cal. 
toss, Louisville, Ky., to Meshack, 
R. A. Stewart, Dorrance, Kan., to 
J. kk. Thompson, La Grande St., Pittston, Pa., to Taylor, Pa, 

S. Tirman, 491 Kk. Houston St.. New York City, to 522 S. loth 
St., Richmond, Va. 
C. L. Versea, 131 Howard, New Orleans, La., to Bryan, Tex. 

H. ©. Watkins, Aberdeen, Wash., to Cosmopolis, Was 

J. S. Adams, $319 South ISth St.. to 767 North 40th St. Phila 
delphia, Pa. 

KR. H. Anderson, 108 West 40th St., to 162 West 46th St.. New 


to Westbrook, Ark 
to 9429 Washington Ave., 


J. A ‘Andrews, Ol South Cherry St.. to 682 South College St.. 
Nashville, Tenn. 
M. R. Bailey, Va.. to East Peoria, Il. 
M. J. Barlow, 500 Lee Ave., Nashville, Tenn., to Central VPoint, 
NP. Barnes, 6th St., N. E., 
ashington, 
Bartlett, East Dorset, Vt.. to North Bennington, Vt. 
G. Rec h, 103 State St., to 240 Blue Island Ave., Chicago, Til. 
H. H. Bridges, 1804 Conti St... New Orleans, La., to MeNeill. Miss 
Marion Burke, 969 San Pasqual St., Pasadena, Cal., to Colorado 
Colo. 
W. Cason, Iloward St., 
St., Monroe, 


to 212 Maryland Ave. N. 


New Orleans, La., to 1300 Grammont 


I. Chitetosher, 
New Orleans, La. 

H. W. Clem ments, Hahira, Ga., to Lenox, Ga. 

Hi. Cook, Pewamo, Mich., to W estphalia, Mich. 

*. E. Cravens, Ellmott, Tex., to Licking, Mo. 

J. R. Davis, 451 Pontiae St., Memphis, Tenn., to Dennis, Miss. 

DD. W. Detwiler, Moravia, In., to Oskaloosa, Ia. 

G. F. Eames, 249 Newberry St., to 261 Beacon St., Boston, Mass 
Iegelston, City Hospital, to 2425 Tracy <Ave., Kansas 


1654 Gravier St., to 730 South Galvez St. 


oO. 
J. M. Evans, San Pedro de Ocampa, Mexico, to Corpus Christi. 
Fry Walter, 2655 Bernard St.. to 424 South Garrison Ave., St 
Louis, Mo. 
F. Gable, 627% North High St.. to 12 East Russell St.. Co 
meek Ohio. 
: J. Garver, Station A, North Pennsylvania St., Indianapolis. 


c. F yough, Barnes Medical College, St. Louis, Mo., to Com 


‘ex 
R. Grace, 1750 Grace St.. to Hotel Windemere, 56th and Cornel! 
Ave., Chicago, Ill. 
Ww. R Granger, 28038 Ges Ave.., 


Newport News, Va.. to Glouces 


Wilkes Barre, Pa.. to 


ter 
R. P. Higgins, 71 South Washington St.. 
New Castle, Pa 
Ss. S. Hindman, State Prison, Nashville. Tenn., to Florence, Tenn. 
Horigan, New Ridge Bldg., to 3100 Main St... Kansas 
ty, Mo. 
A. Lenty, Larehwood, Ia., to Hull, La. 
Lewis Co., 105 West 50th St., 
New York City 
4 1D. Philadelphia, to 1719 Pacifie Ave... 
City, 
Moris ta, Saratoga, N. Y., to Saratoga Springs. N. Y. 
Newell. 13 Central Park St.. West. to 212 2nd Ave... New 
ork 
W. FE. 125 Spring St. to S4 gd Cain St.. Atlanta. Ga. 
2328 Michigan to 2441 ‘airie Chi 


to 161 West 36th St.. 
Atlantic 


Jos. Pestal, 


“Reynolds, Holton, Kan., to la 

3. W. Rover Milton Junction, Wis. 539 Van Ruren St. 
Milweukee, Wis. 
r. dD. Rothwell, Cooper Bldg... to 58 West Ellsworth St... Denver 

J. L. Salinger. 1510 North Sth St. 
nal. 1716 Chestnut St., Philadelphia, 

Nellie Sehereck, 617 Valent Knoxville, ‘Tenn... to Rugby, Tenn 
H. P. Schlansky. 11! East SOth St.. to 01 Madison St.. New York 


to Medical Jour 


o 20 Eehols 


C. HW. Shelby. 901 Stevenson Ave., Nashville, Tenn., 

St.. Memphis. Tenn. 
J. R. Sheppard. 129 Howard St., New 
J. BR. Siekler. Peckville. Pa.. to Sea Rreez 

S. Smith. Dewey Hts. Sanitarium, New ees. Ind., 
ill, Ky 


to Lodi, Tex 
to Cres 


R. Stesie, 101 Washington Ave., Northampton. Mass., to P. 0 


H. 
Box 943, Worcester. Mass 

A. F. Stotts, Marshalltown, Ia., to Medico-Chir. Hospital, Phila- 
delphia, Pa. 

R. E. Swigart. Cleveland, Ohio, to Giffin. Ohio. 
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Willis Walley, St. Louis, Mo.. to Grafton, Miss. 
C. H. Whitman, 431!, South Spring St.. Los 
woe St... Omaha, Neb. 

\ Wildhage nm. 19 Mill St.. to 45 John St.. 


ilson, 


Angeles, Cal., to 


Charleston, S. 
Indi: — Ind., to Yankeetown, Ind. 

A. Trensech, 17 North Calhoun St... to 1554 West 
Mad 

Nelowski, O72 Blne 

Chicago, Hl. 
: Yeaton, Box 474. 


Lexington 


Island Ave.. to 709 Milwaukee Ave., 


Ilanover, N I.. io 66 North State St.. 


i ‘oneord, 


Che 


Public Service. 


Army Changes. 

Movements of 
jutant-General’s Olice, 
inclusive 


Medical Officers under orders from the Ad 
Washington, D. C.. Feb. 14 to 20, 190), 


Adair, major and surgeon, U. S. A., from Fort Sheri 
dan, Ill., to San Francisco, Cal., en route for assignment in the 
lbivision of the Philippines. 

Bailey K. Ashford, lieutenant and asst.-surgeon, U. 8. ac 
company recruits from Fort Slocum, . to the Presidio ‘ot § San 
Francisco, Cal., and return to his proper station. 

Dallas Bache, colonel and asst.-surgeon-general, U. S. 
of absence on account of sickness. 

acting asst.-surgeon, 


A., leave 


leave of absence extended. 
Charles M. Gandy, and -surgeon, U. 8. rom Fort 
Slocum, N. Y., to San Francisco, Cal., en route for aungument in 
the Division of the Philippines. 

John J. Gilhuley, acting asst.-surgeon, from Bridgeport, 
io temporary duty in the Department of the East 

Charles R. Greenleaf, colonel and asst. onl general, U. S. A.. 
from duty in the Division of the Philippines. to take effect June 1, 
1901, then to proceed to San Francisco, Cal., for duty as chief 
surgeol 

Frederick C. Jackson, acting asst.-surgeon, now in Francisco, 
Cal., to temporary duty in the Department of Califor 

William P. Kendall. major and surgeon, Vols., from farther duty 
in the Division of the Philippines to duty at Fort Slocum, N. 

S. Marshall, dental surgeon, .. from Washington. 

C.. to Philadelphia, a., on official business. 

"witbeas d B. Moseley major and surgeon, U. A., 
Division of the Philippines to duty at Fort "aerttees Ill. 

ybert T. Oliver, dental surgeon, from Washington, D. C., to 
Philadelphia, on ‘oflic ial business. 

Geor . Penrose, major and surgeon, 
in the Department of California. 

Walter Reed, major and surgeon, U. S. A.. member of a board 
convened at the Army Medical Museum, Washington, D. C., to 
ragganperd candidates for appointment in the Medical Department of 
the 


Conn.. 


from the 


Vols., to temporary duty 


Navy Changes. 


Changes in the 
eb. 28, 1001 

Asst.-Surgeon R. C. Holcombe, detached from the Glacier, 
duty with eet nt of marines at Pollok, P. I. 

Surgeon J. W. Ross, U. .. retired by special order Department 
of Cuba, Feb. 15, 1901, to report to the chief sanitary officer. City 
of Havana, for duty 


Medical Corps of the navy for the week ended 


and to 


Health Reports. 


The following cases of smallpox, cholera and plague have been 
reported to the Surgeon-General, U. S. Marine-Hospital Service. 


during the week ended Feb. 23, 1901: 
SMALLPOX-—UNITED STATES. 
California : Los Angeles, Feb. 2-1, 1 case; San Francisco. 


Feb. 2-0, 7 cases 
Pieridae Jacksonville, Feb. 9-16, 5) cases. 
Illinois: Chicago, Feb. 9-16, 14 cases. 
Kansas: 
Louisiana: New Orleans, Feb 0-16. 4 cases. 4 deaths 
Michigan: Manistee, Feb. 9-16, 3 cases. 

Minnesota: St. Paul, Jan. 26-Feb. 9, 8 cases. 

New [Hlampshire: ter, Feb. 9-16, 1 case. 

New York: New York City, Feb. 9-16, 25 cases, 6 deaths. 
Ashtabula, Feb. 9-16, 5 cases: Cleveland, Feb. 0-16. 48 
Youngstown, Feb. 9-16, 1 
Allegheny City, Feb. 


cases : 
Pennsylvania 
9-16, 1 case. 
South Carolina : Greenville, Feb. 
Tennessee: Memphis, Feb. 0-16, 
Feb. 9-16, 9 cases. 
Wisconsin: Green Bay, Feb 
8-16, 1 case. 


9-16, 8 eases: Erie, Feb 
9-16, 1 case. 
19 cases, 1 death Nashville. 


10-17, 1 case: Milwaukee. Feb 
SMALLPOX-—FOREIGN 
Belgium ante werp, Jan. 19-26, 1 death 
(;reat Brita Bradford, Jan. 6-18, 15 
Italy: ! ; 
Mexico: City of om Jan. 27-Feb. 3, 1 
Russia: St. 19-26, S cases, i death : 
Jan. 19-26, 18 cases, 
Scotland: ‘ 
Straits Settlements: 


cases, 2 deaths 


Odessa, 
25-Feb. 34 deaths. 
Singapore, Dec. 22-29, 1 
YELLOW FEVER, 
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